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INTRA-ARTERIAL TRANSFUSION* 


A. D. McKenzie, M.D. and 
H. S. Morton, M.D., F.R.C.S.[Eng.& C.] 


Montreal, Que. 


ARLY work on blood transfusion was not 
limited to the intravenous method; arterial 
and venous channels, centripetal and centrifugal 
flow, were tested clinically and compared. 
Hueter, 75 years ago, gave a centrifugal trans- 
fusion into the tibial artery for severe frost-bite. 
About the same time Landois favoured centri- 
petal arterial transfusion over the intravenous 
route to provide a slower and more uniform flow 
to the heart, and a rejuvenation of the arterial 
circulation by restoration of the arterio-venous 
pressure. Halsted in 1883 was impressed by 
arterial infusion, blood or saline, in reported 
eases of carbonic oxide poisoning, traumatic 
amputations and septicemia. Little appeared in 
the literature for 60 years following these 19th 
eentury reports. 

Ten to fifteen years ago a limited amount of 
experimental work was done on intra-arterial 
fluids. Davis compared intravenous and intra- 
arterial saline in experimental shock, - finding 
the latter more successful. Kendrick confirmed 
this work, but found the same was not true if 
5% glucose was used. 

During World War II a number of Russian 
reports of interest appeared dealing largely with 
the use of intra-arterial blood in war injuries. 
Birillo (1939-1941) reported nine cases of 
femoral artery transfusions during the course of 
thigh amputations. He was impressed with the 
effect of 100 to 300 ¢.c. of blood administered 
under pressures of 170 to 180 mm. mercury. 
Petrovsky (19438) suggested and. applied intra- 
arterial blood transfusion in four cases of 
cardiae arrest with some success; 200 to 300 c.c. 
of blood were given via the common carotid 
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artery at 200 to 250 mm. mercury pressure. 
Avedisov (1944) in 60 varied cases listed techni- 
eal ease and prompt response as important ad- 
vantages of the intra-arterial route. He inserted 
a cannula into exposed vessels, cut down on 
peripheral vessels or did arterial punctures. He 
concluded that intra-arterial transfusion was the 
method of choice in many traumatic amputa- 
tions, and was of considerable importance in war 
surgery. 

Modern American interest in intra-arterial 
transfusion dates from the report of Kohlstaedt 
and Page (1943). This outlined experimental 
and clinical work. In the first experiments ex- 
sanguinated dogs were resuscitated using all of 
the blood removéd; 100% of the intra-arterial 
series recovered, 75% of the intravenous series, 
and in the former the response was far more 
rapid. Further experiments of recovery rate 
with half of the blood restored, showed 75% 
recovery in the intra-arterial series compared 
to 30% in the intravenous series. The importance 
of venous pressure as a guide to the rate of in- 
fusion was also noted. Where the venous pressure 
was increased by 5 em. of water and infusion 
was continued, the animals went into acute cir- 
culatory failure. Finally, three severely shocked 
patients were given intra-arterial plasma with 
eneouraging results. A later report by Page 
(1946) emphasized the importance of perfusion 
of the aortie arch and coronary vessels for the 
relief of myocardial ischemia. In 1949, Page 
refers to a widening clinical experience at the 
Cleveland Clinie with intra-arterial blood. This 
apparatus is simple and readily available. They 
have used it both as an emergency resuscitative 
measure and as an adjunct to a deliberate ex- 
sanguinative procedure in neurosurgery (Gard- 
ner 1946). 

During the last three years a large number 
of reports by others working on this subject 
have appeared. These can be reviewed briefly. 
Porter and Lockwood, in nine eases, showed that 
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shock was irreversible when the intravenous 
route was used, but might be controlled by intra- 
arterial transfusion. Experimental work of 
Robertson et al. showed a recovery rate four 
times as rapid with intra-arterial transfusion. 
Clinical application on twelve patients with 
severe hemorrhage confirmed this work. Jones 
and co-workers stressed the physiological aspects. 
Using angiography they showed that arterial in- 
fusions went to the aortic arch when pressures 
were low (50 mm. Hg.). They also showed 
saline to have the same effect as blood thougti 
not as sustained. It was their conclusion, there- 
fore, that intra-arterial transfusion effected 
rapid restoration of cireulatory blood volume, 
prompt clinical response to treatment, stimula- 
tion of cardiae and respiratory centres, and early 
re-establishment of renal function. 

Believing intra-arterial transfusion has a defi- 
nite place in the treatment of certain cases of 
shock; that most techniques are unduly com- 
plicated ; and that it should be readily available 
in emergencies, a simple apparatus has been 
devised and used in several cases at the Royal 
Victoria Hospital. The present apparatus con- 
sists of a 500 ¢.c. bottle of blood connected by 
the usual method with a glass flow-control into 
the artery. An ordinary sphygmomanometer is 
connected to the inlet of the blood bottle by 
means of an 18 gauge needle. The only require- 
ment of this simple method is that one person 
be completely and solely responsible for the 
transfusion in order to prevent air embolism, 
and also to regulate the pressure gradient. This 
apparatus was used in Case 1 severe exsangui- 
nating hemorrhage. 


CASE 1 


L.C., aged 50. This patient was admitted to the Royal 
Victoria Hospital, July 13, 1950, for investigation of 
abdominal pain, tarry stools, weakness and weight loss. 
There was history of surgery for perforated duodenal 
ulcer in 1946; lifelong deafness, and thyroid enlarge- 
ment noted for twelve years. 

Physical examination revealed an asthenic patient 
with evidence of recent weight loss. Bilateral advanced 
chronic otitis media, and marked nodular thyroid en- 
largement were noted. Abdominal findings were limited 
to a healed right paramedian scar and deep epigastric 
tenderness. 

Clinical and laboratory investigations were of no 
particular interest in the course of the case. 

During investigation, the patient suffered from an 
exacerbation of epigastric pain on July 21. This was 
followed by hematemesis and melena during the night. 
By the following day both were copious, frank clots 
being both passed and vomited. 1,500 ¢.c. of blood were 
given intravenously, but by 7.00 p.m. on July 22, it 
became apparent that blood loss was not to be matched 
by replacement. The pulse rate of 140, blood« pressure 
of 85/60, hemoglobin of 60%, the stuporous, collapsed 
condition of the patient, and the continued profuse blood 
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losses brooked no further delay of hemorrhage arrest. 

The patient was taken to the operating room at 9.00 
p-m. July 22. Under anesthesia, the pulse increased to a 
thready 150 and the blood pressure was obtained with 
difficulty at 70/30. Operation was commenced, and a 
scarred duodenum with a large posterior wall ulcer was 
demonstrated. Intravenous blood was given liberally and 
did not improve the patient’s condition. At 10.30 p.m. 
when dissection about the duodenum was progressing, 
intra-arterial blood was begun by cannula in the right 
radial artery. 500 c¢.c. were given in 5 minutes under 
a pressure of 160 mm./mercury. There was almost 
instantaneous (3 minutes) restoration of blood pressure 
to 140/70 and dramatic improvement in the colour and 
texture of tissue. A second 500 c¢.c. of blood in 20 
minutes was given by the same route at a slightly higher 
pressure (170-200 mm./mercury). Ligation of two large 
bleeding vessels in the ulcer base and a retrocolic Hoff- 
meister partial gastrectomy was completed without inci- 
dent. Intravenous blood had been run in at a moderate 
rate of 800 ¢.c. in 2% hours while the patient was in the 
operating room. He was returned to the ward with a 
final 500 ¢.c. of blood running slowly. From the time of 
institution of intra-arterial transfusion there was no 
recurrence of hypotension. The patient made an unevent- 
ful postoperative recovery. He required further gradual 
blood replacement (500 c.c. daily for 4 days) to restore 
hemoglobin to 82%. Total blood used for this patient: 


1,500 ¢.e. (i.v.) 
1,000 ¢.e. (i.a.) 

800 ¢.c. (i.v.) 
2,500 ¢.c. (i.v.) 


1. Preoperative 
2. Operative 


6,300 e.¢. 


Points.—(1) Radial artery cannulated. No ligation 
required. 


CASE 2 


X.B., aged 67. This elderly man was admitted Septem- 
ber 27, 1950, for an abdomino-perineal resection of a 
carcinoma of the rectum. This was performed October 
4, 1950, a large mass being removed after a difficult dis- 
section. 1,500 ¢.c. of blood were administered intra- 
venously in the operating room, and the patient was 
returned to the ward in satisfactory condition (blood 
pressure 120/80). Amn hour later sudden collapse oc- 
cured, blood pressure falling to 40/0. Neosynephrine 0.5 
¢c.c. was without effect. 500 ¢.c. of intra-arterial blood 
was given in 20 minutes by femoral artery puncture, and 
within 15 minutes pressure was restored to normal. 
Further blood replacement of 1,500 ¢.c. blood intra- 
venously was effected during the afternoon. The patient ’s 
subsequent course was uneventful. 

Points.—(1) Emergency procedure using available 
material. (2) The femoral artery was quickly available. 


CASE 3 


T.O., aged 32. Transferred from Medicine October 15, 
1950, for splenectomy, this patient was operated on the 
following day. He gave a history of recurrent fever and 
anorexia with findings of anemia and splenomegaly. A 
provisional diagnosis of Hodgkin’s disease with hyper- 
splenic manifestations had been made. 

His spleen was removed the morning of October 16, 
1950, 800 ¢.c. of blood being given during the operation. 
Two accessory spleniculi were also removed. Returned 
to the ward at noon when his condition was initially 
satisfactory (blood pressure 120/70, pulse 90), ab- 
dominal distension developed, and difficulty in maintain- 
ing blood pressure was encountered during the afternoon. 
At 6.00 p.m., despite an additional 2,700 ¢.c. of intra- 
venous blood, pressure was 80/65, pulse was 150, and 
he was clammy, cold and apprehensive. Further abdominal 
distension and shifting dullness were noted. 

At 6.30 p.m. with a diagnosis of secondary hemor- 
rhage the patient was returned to the operating room. 
Pressure was obtained with difficulty at 50/30; the pulse 
was thready at 160 per minute. Intravenous blood was 
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running rapidly but without apparent effect. At 6.45 
p.m. intra-arterial blood by left radical artery cut-down 
was begun. Owing to pressure leakage in the system, the 
blood was pumped in using 50 ¢.c. syringe and 3 way 
stopcock. Response was slower than usual, presumably 
due to the degree of exsanguination and the secondary 
operative procedure, but within half an hour, and after 
1,000 c.c. of intra-arterial blood, the pressure had risen 
to 90/60 and the pulse had fallen from 160 to 120. A 
further 500 ¢.c. of blood were introduced in 15 minutes 
with stabilization of blood pressure at 100/70 and pulse 
of 110. No further difficulty in maintenance was en- 
countred. 

Points.—(1) Radial artery cannulated. (2) A 3-way- 
syringe necessary and possible substitute if system leak- 
age occurs. (3) Massive blood replacement. 


Tet GpeTAHIOR: ...cccveeds 800 ¢.e. i.v. 
Between operations ..... 2,700 ¢.c. iv. 
2nd operation .......... 1,500 ¢.c. i.v. 
1,500 ¢.c. ia. 

Following operation ..... 1,000 ¢.c. iv. October 16 p.m. 

500 ¢.c. icv. October 17 p.m. 

(packed RBC) 250 ¢.c. i.v. October 18 p.m. 


(4) Slower response, perhaps due to blood loss and 
secondary operative procedures. 


CASE 4 


J.R., aged 46. This patient was received in Surgery, 
October 29, 1950, following medical investigation of 
right upper quadrant pain of seven months’ duration; 
nausea and vomiting and jaundice for 4 days; a weight 
loss of 8 pounds during the previous month. Physical 
examination revealed only icterus and tender enlarged 
liver. 

After completion of laboratory studies, exploratory 
laparotomy was performed, and a mass in the pancreatic 
head was revealed for which pancreato-duodenectomy was 
performed. The operation was well tolerated, no signifi- 
cant drop in blood pressure occurring. 1,500 ¢.c. of blood 
were administered intravenously. On return to the ward 
at 2.00 p.m. blood pressure was 120/80, pulse 110. The 
patient’s condition remained good until 4.30 p.m. when 
sudden collapse occurred and the blood pressure fell to 
50/0 with a pulse of 140. From 4.30 to 6.00 p.m. vigorous 
efforts at resuscitation, nasal oxygen, 1,500 ¢.c of intra- 
venous blood and morphia were rewarded by restoration 
of the pressure to 104/78 and pulse to 120. At 6.30 
p-m. a second, more severe collapse ensued. Neither pulse 
nor blood pressure were obtainable. Neosynephrine 1 c.c. 
intravenously, ephedrine and pitressin 1 c¢.c. of each 
intramuscularly, resulted in blood pressure rise to only 
50/30; and pulse of 140-160 persisted during the next 
1% hours. 

With this evidence of refractory severe hypotension, 
intra-arterial transfusion was begun. At 8.10 p.m. a left 
femoral artery puncture was performed, and 500 e.c. of 
blood was run in, in 15 minutes, followed by a second 
500 ¢.c. of blood in the next 25 minutes. Response was 
brisk and gratifying, the blood pressure rising in 20 
minutes to 110/80, and the pulse dropping to 120. 

Positive pressure of 100 mm./mercury initially and 
200 mm./mercury finally were used. Following the intra- 
arterial transfusion, 500 ¢.c. intravenous blood were 
slowly given over a period of two hours. Pressure con- 
tinued well sustained and above 110/80 while the pulse 
rate gradually fell to 110. The next day another 500 e.e. 
of blood were given intravenously as hematocrit was 
subnormal. ' 

Points——(1) Failure of response to neosynephrine 
and ephedrine. (2) Secondary collapse more refractory. 
(3) Femoral artery route extremely practical. ; 


COMMENT 


The indications for intra-arterial transfusion 
arise infrequently. Adequate and where neces- 
sary, rapid intravenous blood replacement will 








Fig. 1 Fig. 2 


Fig. 1—Diagram of apparatus. All components are 
readily obtainable in operating room, and quickly 
set-up. Experience has shown that pressure leakage 
tends to occur only at point of air inlet needle. This 
is obviated by taping this needle in place. 


Fig. 2—Normal palmar arch, showing the radial 
and ulnar artery contribution. In some instances this 
anastomosis is incomplete and ligation of the radial 
artery above the superficial palmar branch may lead 
to necrosis of part of the hand. In elective cases com- 
pression of the radial artery will forewarn of this 
anomaly. In emergency cases cannulation of the artery 
distal to the palmar branch will eliminate this 
possibility. 


be effective in most cases. The intra-arterial 
method should be used for specific conditions 
only. Arterial infusion produces prompt eleva-, 
tion of pressure throughout the valveless 
arterial tree and quickly restores deficient 
blood volume. Indications for its use are: (1) 
Exsanguinating hemorrhage. (2) Profound 
non-hemorrhagie shock. (3) Cardiac arrest. 

In hemorrhage it is, of course, essential 
that the source of blood loss be controlled, or 
collapse will recur. Some forms of shock (severe 
or prolonged) are refractory to intravenous 
blood transfusion. Continuation of intravenous 
therapy, especially in the elderly, may lead to 
dangerous elevation of venous pressure. Pro- 
longed hypotension may lead to anoxic 
cerebral, cardiac or renal damage; and it is 
best corrected by the most rapid means avail- 
able. The Langendorf preparation in which the 
stilled excised mammalian heart is restored to 
activity by aortic perfusion, and the prompt 
response in animals with respiratory failure to 
arterial infusion both suggest its logical use in 
cardio-respiratory arrest. 

The apparatus described is considered to be 
particularly useful in emergency. More com- 
plex apparatus using an air-filter, oxygen as 
pressure source and switch-bottles, can be made 
with the described apparatus as the nucleus. 
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This might be of value in major cardiovascular 
surgery (coarctation repair) or in deliberate 
exsanguination neuro-surgical procedures. 

Blood is the fluid of choice. Plasma has been 
used with a somewhat more prolonged effect 
than saline. Provided both are followed by 
blood the recovery rate is comparable to that 
of blood alone. No local adverse effects on the 
vessel are to be expected. 

Some points with regard to the apparatus 
are worth consideration. Infusions are routinely 
given using room air as the displacing gas 
without adverse effect, so that the necessity for 
an air filter would seem to be over emphasized. 
Nor is it necessary to use oxygen in an emer- 
gency when there is neither time nor surface 
for oxygenation to take place. 

The pressure gradient from the apparatus to 
the patient has been the subject of controversy. 
If the pressure is maintained at or slightly 
above the patient’s normal systolic reading a 
rapid flow will oceur when hypotension is most 
marked, and damage to an arterial tree ac- 
customed to such pressures will not oceur. 
Placing the air manometer between the pres- 
sure bulb and the flask without regard to its 
relation to heart level is logical, because the 
closed air-fluid system follows Paseal’s law that 
the pressure throughout is approximately the 
same. 

Some authors have advoeated the use of 
heparin to minimize the possibility of embolism 
by a thrombus. We have had no trouble in this 
seore, finding the usual anti-coagulant and 
wire-mesh-filter adequate protection. It is well 
to be aware of this possibility and to consider 
the use of heparin in elective cases or when 
thrombi have been noted in transfusion blood. 

The radial, dorsalis pedis, posterior tibial or 
femoral arteries, or any of the great vessels 
exposed in a wound, may be used. Femoral 
artery puncture, where practicable, is recom- 
mended because of its speed and simplicity. 
Smaller vessels are approached by means of a 
cut-down, incised longitudinally, and a cannula 
inserted. Longitudinal incision is important to 
make possible return of the vessel’s function, 
otherwise it will be necessary to tie it off. 
Arterial spasm may be anticipated and treated 
by the local injection of 1% procaine. On re- 
moval of the needle or cannula firm pressure is 
necessary to the 


prevent formation of 


hematoma. 
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Caution must be exercised on three points. 
Any pressure infusion apparatus carries the 
risk of massive air embolism. Thus the tubing 
must be well cleared of air bubbles and 
promptly clamped before all the fluid has left 
the system; and pressure should be released 
by unscrewing the valve on the manometer. 
Secondly, where myocardial damage is sus- 
pected, either in prolonged anoxia or in arterio- 
selerotic heart disease, a moderation of the 
pressure gradient would seem _ advisable. 
Finally necrosis following the ligation of the 
radial artery has been reported. We have not 
encountered this complication and note that in 
such reports (Kohlstaedt and Page: Porter and 
Lockwood) the arterial infusion has been 
maintained for several hours. It should not oe- 
cur if the vessel is entered below the super- 
ficial palmar branch, and if the infusion is dis- 
continued as soon as the desired response has 
been attained. This is usually less than half an 
hour. 


(CONCLUSIONS 


1. A review of the literature in intra-arterial 
infusion is given. 

2. A simple apparatus, readily available in 
emergencies, is described, and its application 
in 4 cases demonstated. 

3. Definite indications for its use inelude ex- 
sanguinating hemorrhage, prolonged 
tensive shock, and shock associated 
elevated venous pressure. 


hypo- 
with 


4. It is suggested that this procedure may be 
of use in eardio-respiratory arrest. 

5. The dangers are pointed out and the means 
to avoid them are discussed. 
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FACTORS INFLUENCING RECOVERY 
IN GENITO-URINARY SURGERY* 


S. A. MacDonald, B.A., M.B., Ch.B., F.LCS., 
F.R.C.S.[C.] 


Montreal, Que. 


‘HERE has been always a close association 

between anesthesiology and urology. Al- 
most the first use of surface anesthesia was the 
cocainization of the urethra. The very first 
spinal anesthetic was administered for the 
passage of a urethral sound. Dr. Corning! who 
gave that anesthetic described it rather pictur- 
esquely as: “A procedure in therapy which pos- 
sesses the merit of novelty”. Since that time 
the urologists’ need for safer anesthesia for 
his older age group of patients has ever been a 
constant stimulus for research in anesthetic 
materials and methods. 

Of all urological patients undoubtedly the 
prostatic group presents the most difficult 
problems in anesthesia. In the future these pa- 
tients will be coming to us for assistance in 
ever increasing numbers due to the lengthen- 
ing span of life. At the time of the American 
Revolution the expectation of life was 35.5 
years, in 1900 it was 50, and at the present time 
it is 64. As a result there are in the United 
States over 6,000,000 more people over the age 
of 65 than there were in 1900. By 1980 this 
number will have increased to 22,000,000. These 
patients are worthy of our attention for life is 
held in just as precious esteem by these older 
individuals as it is by younger age groups. 


CHOICE OF OPERATION 


Let us for a few minutes turn our attention 
to the various types of prostatectomy and later 
separately consider the prostatie patient him- 
self and his anesthetic. Soon many of you will 
be leaving Montreal for various other centres 
where you will see one or several types of 
prostatic operation being utilized. You will 
naturally ask yourselves whether there is any 
rhyme or reason in the choice of these pro- 
cedures. As briefly as possible I shall try to 
give you an unbiased appraisal of present day 
prostatic surgery. . 

First, let us consider the suprapubic opera- 
tion. Originally it was a one-stage procedure 
and the early surgeons achieved remarkably 


*An address before the Section of Anzsthesiology, 
Montreal Medico-Chirurgical Society, January 15, 1951. 


low mortality records.? The two-stage operation 
was then adopted and was utilized almost 
exclusively until about 10 years ago. Now again 
in most centres the one stage operation is pre- 
ferred. The best mortality figures for the supra- 
pubic operation until very recently were about 
7%.*:* The average mortality across the coun- 
try was probably in the vicinity of 25% and 
figures of 45%° and higher have’ been 
published. 

Because of this formidable mortality rate, 
the operation of perineal prostatectomy until 
recently was probably a preferable procedure. 
It was a much safer operation, with a death 
rate of only about 2%.° However it was more 
difficult to perform and was fraught with pos- 
sible desperate operative complications. The 
possibility of these untoward occurrences was 
a definite disadvantage, and postoperatively the 
patient was faced with almost certain im- 
potence and frequently incontinence as well. 
Thus, until transurethral prostatectomy was 
introduced, patients had a choice between a 
formidable operative hazard or impotence and 
frequently incontinence. 

Transurethral prostatectomy almost from the 
first enjoyed a very low mortality rate, as well 
as a low incidence of morbidity. It is certainly -- 
the procedure of choice on all small prostates 
up to about 60 grams in weight. There is still 
a great variance of opinion as to whether it 
should be employed routinely for unusually 
large glands. Present day perurethral prostat- 
ectomy implies, and is, a complete removal of 
all the adenomatous tissue down to the pros- 
tatic capsule. It is not a mere tunnelling 
through the substance of the gland. Until very 
recently the great arguments in favour of this 
operation were its relative safety and the pa- 
tient’s shortened period of hospitalization. 

Today the modern one-stage suprapubic 
transvesical prostatectomy and_ retropubic 
prostatectomy are its rival in both these re- 
spects. The average patient who undergoes these 
operations has a completely healed wound by 
the 11th day and is then ready for discharge. 
Similarly the transurethral patient leaves the 
hospital from the 8th to the 12th postoperative 
day. The operative mortality in all these pro- 
cedures varies from 1 to 2%." The transurethral 
patient however enjoys a much smoother con- 
valescence which is of paramount importance 
in dealing with elderly patients. 
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THE PROSTATIC PATIENT 


Now let us consider the prostatic patient him- 
self. Sir Benjamin Brodie has described him in 
these words: “When hair becomes grey and 
thin, when atheromatous deposits invade the 
arterial wall, when there has formed a white 
zone about the cornea, at that time ordinarily— 
and I dare say invariably—the prostate’ in- 
creases in volume”. Such is the patient with 
whom we have to deal; a frail candidate for 
operation, one who must be treated with the 
same anesthetic and surgical respect as a small 
child. 

The present low mortality in prostatic sur- 
gery is due to many factors. Amongst these im- 
proved anesthetic technique has played a very 
important part. I am convineed, however, that 
your share in the care of these patients could 
be increased further, so that you could see them 
at least on several Occasions prior to operation, 
and thus have an opportunity to follow their 
clinical progress and be in a position to help 
select the appropriate time for surgical inter- 
vention. Not only would your clinical judgment 
be of assistance, but a bond of friendship and 
confidence would be established between you 
and the patient prior to operation. Many times 
I have been asked by these patients: “Who is 
going to give my anesthetic?” It does little good 
to name even one of your most distinguished 
members as long as he is not known personally 
to the patient. Furthermore, it would seem al- 
most impossible for you to evaluate the anes- 
thetic risk of an already sedated, elderly pa- 
tient, seen by you for the first time, as he enters 
the operating theatre. It is essential that the 
anesthetist be a clinician, not merely an im- 
personal performer of mechanical functions in 
the cloistered chambers of the operating suite. 

The preoperative investigation of these pa- 
tients usually reveals a varied assortment of 
disabling conditions; these consist principally 
of cardiovascular and respiratory disease, renal 
impairment, secondary anemia, semi-starvation 
and urinary tract sepsis. The anemia does not 
offer any particular difficulty, it ean be cor- 
rected readily by blood transfusion. 


URETHRAL INSTRUMENTATION 


The problem of urosepsis already present on 
admission or acquired in hospital demands eare- 
ful consideration. If the urinary tract is not 
infected prior to operation it becomes almost 
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mandatory that no instruments be inserted into 
the bladder. The passage of catheters and cysto- 
scopes will give rise almost inevitably to infee- 
tion in the patient who cannot empty his 
bladder completely. If infection is present al- 
ready then again, unless special indications 
exist, no instruments are passed lest new 
bacteria be added to those already present. An 
effort is made through medication to control 
the infection prior to operation. 

The patient with acute, painful complete 
retention presents a different problem. There 
is an increasing tendency in some centres to 
subject these patients to immediate prostat- 
ectomy if their general condition is good.® ® 
If an immediate operation is not done, and the 
patient is in good general condition, a catheter 
is inserted carefully into the urethra and pros- 
tatectomy done within 2 to 4 days. The opera- 
tion is in this way carried out before an acute 
bladder or upper tract infection can develop. 

The remaining group of patients, who, with 
acute or chronic retention, are in bad physical 
condition, present a more serious problem. 
They may require several weeks of drainage 
before they are ready for operation. Suprapubic 
catheterization is the desirable procedure for 
them. This form of drainage is much safer than 
the prolonged use of an indwelling urethral 
catheter. Later, if a prostatectomy is not done, 
the suprapubically inserted catheter can _ be- 
come a permanent form of cystostomy drainage. 
A very great advantage of this procedure is 
that it can be done easily under local anes- 
thesia in the patient’s room. It is almost entirely 
free from danger, which is in marked contrast 
to the mortality of almost 5% which accom- 
panies ordinary first-stage cystostomy.* 


DIETARY PROBLEM 


Amongst the remaining problems of pre- 
operative care one of the most interesting and 
important is that of the patient’s nutritional 
state. It has only recently been appreciated that 
a large percentage of older people, including 
our prostatic patients, exist in a state of semi- 
starvation. This is due to incorrect eating 
habits resulting from ignorance, lack of ap- 
petite, failure of mastication and physiological 
deficiencies in the ageing digestive system. Un- 
happily in some public ward patients it is due 
to actual lack of food. As a result there is pro- 
tein, calcium, and iron deficiency as well as a 
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state of relative avitaminosis.’® For proper 
wound healing and indeed for survival itself, 
it is important that these deficiencies be made 
good prior to operation. In order to place such 
individuals in positive nitrogen balance, 2 
grams of protein each day per kilo of body 
weight are required. This additional protein 
is best supplied as vegetable amino-acid which 
is found in very high concentration and in the 
correct proportions in hydrolyzed yeast. In 
dealing with such depleted individuals a period 
of two weeks devoted to repairing their dietary 
deficiencies will greatly improve their ability 
to withstand anesthesia and operative inter- 
ference, as well as profoundly influence the 
subsequent course of wound healing. 

Unfortunately there are no clinical symp- 
toms of protein deficiency, except cedema, and 
that is present in only a very small percentage 
of cases. It has been estimated that for every 
gram of protein lost from the blood, 30 
grams are lost from the tissue. It is thus im- 
possible with the amount of protein usually 
administered to these patients to raise the level 
in the blood, but even partial replacement im- 
proves the patient’s condition and makes him 
a much better operative risk. 

Seriously ill patients may have a protein 
level as low as 5 mgm. %, the normal being 
7.5%. Under these circumstances if operation 
eannot be delayed I.V. replacement becomes 
necessary. Normal blood serum or plasma is 
the ideal replacement substance. Each of these 
materials contains 7 grams of protein per 100 
e.c. With a protein level as low as 5, 2 gm. of 
protein per pound of body weight are required 
each day for adequate replacement. Thus, a pa- 
tient weighing 140 pounds would require 70 
gm. of protein. This quantity is contained in 
1,000 ¢.c. of serum or plasma. Unfortunately 
both serum and plasma are very expensive and 
sometimes are not available. Under these 
circumstances intravenous amino-acid solutions 
ean be substituted. They contain ordinarily 5 
gm. of protein per 100 c.c., thus for the 140 
pound patient under consideration 1,400 ce.ce. 
would be required. In giving these solutions 
it is essential to remember that the body cannot 
assimilate more than 25 gm. of amino acid per 
hour. The more rapid administration will cause 
nausea, vomiting and abdominal pain. Actually 
a much slower rate of injection than 25 gm. or 
500 ¢.e. per hour usually is found necessary. 
Apart from the protein depletion these patients 


exist in a state of relative avitaminosis. There 
is no difficulty in correcting this lack either by 
oral or intramuscular therapy. 


THE AN2STHETIC 


Up to this point we have considered various 
types of prostatic surgery and the preoperative 
peculiarities of prostatic patients. I would like 
now to enter, for me, more dangerous territory 
and discuss from the clinical viewpoint the pa- 
tient’s anesthetie. ; 

The choice of preoperative medication is 
particularly important in these older indi- 
viduals. It should allay anxiety but not produce 
nareosis. A full pre-anesthetic dose of mor- 
phine, or some similar drug, may render a 
prostatic patient insensible for as long as 72 
hours. It is much better for these patients to be 
fully conscious and co-operative immediately 
after the cessation of the operation. Then deep 
breathing and leg exercises can be commenced 
immediately. For evening sedation chloral 
hydrate and sodium bromide are extremely use- 
ful. They seldow, if ever, produce the excitation 
which frequently follows the use of the newer 
barbiturates. 

If inhalation anesthesia has been selected, a 
smooth stage of induction is absolutely neces-, 
sary. Violent struggling due to anxiety and ap- 
prehension with possibly associated anoxia may 
lead to irreparable damage of the patient’s in- 
adequate cardiovascular system or produce a 
state of shock from the resulting fatigue. 

During the course of the anesthetic a stable 
blood pressure and adequate oxygenation are 
the two most important essentials. It is impera- 
tive that the blood pressure should not be al- 
lowed to fall. A marked drop in vascular 
tension may be followed by cerebral damage, 
myocardial infaretion, or renal failure. What 
may seem to be a minimal loss of blood or of 
operative trauma can produce readily a shock- 
like state in these elderly people. The develop- 
ment of such a condition should be anticipated, 
if possible; or if not, then immediately coun- 
teracted before it has been allowed to progress. 
On the other hand the inelastic vascular tree 
of the aged will not tolerate the indiscriminate 
injection of intravenous fluids. An attempt 
should be made to estimate accurately the blood 
loss that has occurred and thereby determine 
the amount of replacement required. In 
prostatic surgery another reason for the main- 
tenance of blood pressure is the necessity for 
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finding all bleeding points at the time of opera- 
tion. Too often one is lulled into a sense of 
false security due to a dry prostatic fossa 
caused not by the normal process of hemostasis 
but by the result of hypotension. At the time 
the gland is removed the blood pressure should 
be at or above the starting level; in this way 
accurate hemostasis can be achieved before the 
patient leaves the operating room. A return 
visit fo the amphitheatre, necessitated by second- 


ary hemorrhage, is frequently a fatal passage 


for these elderly patients. 

The course of events during operation on 
older people ean change very quickly. For that 
reason they require the unremitting attention 
ot the anesthetist. There should be no leaving 
the operating room for idle conversation, a 
short smoke, or morning coffee. 


SPECIAL PROCEDURES 


Generally speaking, I do not believe the 
torm of anesthesia is as important as its skill- 
tul administration, yet in some circumstances 
preference for a certain type can be indicated. 
In prostatic resection for instance, a very low 
spinal which produees little more than sacral 
anesthesia seems most desirable. No fall in 
blood pressure should occur, and due to the low 
level of anesthesia, rupture of the bladder can 
be detected at once. It is manifested by the 
sudden appearance of lower abdominal pain. 
It is most important that this pain not be 
masked so that the escape of fluid beyond the 
confines of the bladder can give rise at once to 
obvious symptoms. 

In renal surgery there seem to be definite 
advantages of general anesthesia administered 
through an intratracheal tube. Such an anes- 
thetic masks the uncomfortable lateral position, 
is not likely to cause a marked drop in blood 
pressure and allows for pulmonary expansion 
if a pneumothorax should be created. 

A great problem remains in determining the 
proper management of patients who are to have 
short urethral procedures, especially those 
which are to be followed by abdominal radi- 
ography. Brief analgesia is all that is required. 
Spinal anesthetics with their possible formid- 
able sequele are not justified and pentothal 
has such a prolonged sedative effect that it 
interferes with the subsequent radiographic 
examination. In a very small group of patients 
satisfactory, transient but adequate analgesia 
was produced by trichlorethylene. The patients 
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wakened immediately with the cessation of the 
anesthetic and were able to co-operate fully 
throughout the remainder of the examination. 


POSTOPERATIVE COURSES 


As the operation is being completed, all the 
difficulties and problems that arose during its 
progress and which may affect the patient's 
postoperative course, are still fresh in the 
minds of both surgeon and anesthetist. That is 


the most desirable time for the dictating of 
postoperative orders. 


The problems of each 
case are different and it is amazing how quickly 
important details can be forgotten. Many hours 
may elapse before either the operator or the 
anesthetist may be able to visit the patient in 
his room. In the meantime inadequate instrue- 
tions may have been left for the patient’s care 
and many of the niceties of postoperative 
management may have been over-looked. In the 
welfare of the patient it would seem desirable 
for each of you to write toward the end of the 
operation your own postoperative instructions 
and incorporate with them those of the operating 
surgeon. 

In closing I would just like to remind you 
that none of the great advances of modern 
surgery would have been possible without the 
parallel or anticipatory achievements in your 
specialty. Dryden, you will remember, in his 
translation of the Atneid describes sleep as 
being the “half-brother of Death”. Certainly 
modern anesthetic sleep is far removed from 
such a relationship. 
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RESUME 


Le choix d’un anesthésique et celui d’un procédé 
opératoire se sont toujours révélés de toute premiére 
importance dans les interventions chirurgicales de quelque 
genre qu’elles soient, mais & cause de l’fge avancé des 
sujets et de la fragilité de leurs appareils cardio- 
vasculaire et rénal, les prostatiques sont des malades pour 
lesquels il importe de prendre les plus grandes précau- 
tions. 

L’auteur fait tout d’abord des distinctions entre les 
différentes interventions, surtout pour ce qui concerne 
les taux de morbidité et de mortalité opératoire ainsi que 
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la longueur de 1|’hospitalisation. Rivalisant 4 cet égard 
sont la prostatectomie trans-vésicale sus-pubienne et la 
rétro-suspubienne, alors que pour les prostates ne dé- 
passant pas 60 grammes la transuréthrale semble le 
procédé de choix. 

Parmi les facteurs qui expliquent actuellement le taux 
peu élévé de mortalité en chirurgie prostatique, le choix 
d’un bon anesthésiste est presque aussi important que 
celui d’un anesthésique convenable, car il importe que 
celui-ci soit donné dans les meilleures conditions, en 





tenant compte de 1’état général du malade, particulié- 
rement en ce qui concerne les affections respiratoires, 
cardio-vasculaires et rénales qui poseraient 1’indication 
d’un anesthésique de préférence & un autre. Au cours 
de l’anesthésie, on portera une attention toute spéciale au 
maintien d’une oxygénation adéquate et d’une tension 
artérielle stable. On devra aussi peser avec soin le pour 
ou le contre de 1’introduction d’instruments et de cathé- 
ters dans la vessie suivant le degré de rétension aigué ou 
chronique de l’organe et de sa susceptibilité 4 1’infection. 





THE ROLE OF THE 
ANZSTHESIOLOGIST IN THE 
MANAGEMENT OF INTRACTABLE PAIN* 


John J. Bonica, M.D.+ 
Tacoma, Wash. 


HE management of intractable pain is a 

difficult clinical problem which has taxed 
the diagnostic acumen and therapeutic skill of 
physicians for centuries and is a problem which 
should always interest every physician. Un- 
fortunately, in spite of the great efforts which 
have been made and are being made by many 
laboratory and clinical investigators, very little 
is known of the fundamental nature of pain 
and pain mechanism. Consequently our methods 
of therapy are of necessity crude and empirical. 
It is hoped that the complete story of pain will 
be unfolded in the near future so that we may 
refine our techniques of diagnosis and treat- 
ment. In the meantime, however, it is most im- 
portant that we as clinicians make a concerted 
effort to take care of this problem the best way 
possible because even if we, in a crude and 
empirical way, can help a small percentage of 
these patients, our efforts will be very worth- 
while. 


METHODS EMPLOYED IN THE MANAGEMENT 
OF INTRACTABLE PAIN 


Obviously the best method of therapy of pain 
is the elimination of the cause of pain. This is, 
of course, done whenever’ possible. Un- 
fortunately, however, in some instances the 
cause is unknown or if it is known it cannot 


be eradicated. In such instances, pain must be . 


managed by some other auxiliary method. 
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The adjunctive methods which are presently 
employed in pain management are based upon 
the concept that pain involves two factors: per- 


ception and reaction. The perception or sensa- 


tion of pain has a constant threshold, while 
reaction associated with the sensation depends 
upon the emotional status of the individual at 
the time pain is perceived and may vary from 
patient to patient and from time to time in the 
same patient. 

Some methods of pain management decrease 
or completely eliminate the perception of pain, 
others are intended to modify the reaction to 
pain, while still others are intended to do both. 

The use of opiates, synthetic analgesics and 
barbiturates to reduce the perception of and 
modify the reaction to pain needs no further 
comment except to point out that not infre- 
quently these drugs are misused. The undesir- 
able side effects on the respiratory gastro- 
intestinal, genitourinary and central nervous 
systems, and the problem of addiction must be 
considered when these are employed for a pro- 
longed period of time. 

Neurosurgical procedures to interrupt nerv- 
ous pathways and thus prevent the perception 
of pain, or to modify the reaction to pain, are 
being used rather widely; but these also have 
certain limitations and are attended with cer- 
tain complications and failures. 

Nerve blocking, or the physico-chemical 
interruption of nervous pathways, is another 
method which can be employed to prevent the 
perception of pain. In the past several decades 
great progress has been made in the develop- 
ment and subsequent employment of regional 
anesthetic procedures to aid in the diagnosis 
and treatment of non-surgical conditions, in- 
cluding a great variety of painful syndromes. 
The anesthesiologist who has acquired certain 
skills in performing these blocks for surgical 
anesthesia can play a major role in the manage- 
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ment of pain by executing these procedures to 
aid the diagnosis, prognosis and therapy of 
various painful conditions. This is not meant to 
suggest that these procedures are the exclusive 
responsibility of the anesthesiologist or any 
other specialist, for they can and should be 
employed by all interested practitioners; but 
rather I would like to indicate that the inter- 
ested anesthesiologist can contribute a great 
deal to the management of this difficult clinical 
problem. 


INDICATIONS FOR NERVE BLOCKING 
The indications for nerve blocking fall 
within three main categories as shown in Table 


I. It may be noted that nerve blocks can be 


used to aid in the differential diagnosis of dis- 
eases which present confusing signs and symp- 
toms, such as coronary occlusion, pancreatitis, 
cholecystitis, ruptured peptic ulcer, renal colic, 
and other painful conditions of the thoracic 
and abdominal viscera. It may also be used as 
an aid to determine whether the patient has 
visceral or somatic pain, whether the pain is 
on a functional or organic basis, or whether 
the patient is malingering. 


TABLE I. 
INDICATIONS FOR NERVE BLOCKS IN THE 
MANAGEMENT OF PAIN 
A. Diagnostic.—Aid in differential diagnosis of painful 
conditions, such as: (1) Pancreatitis. (2) Angina 
pectoris. (3) Cholecystitis. (4) Ruptured peptic 
ulcer. 


B. Prognostic.—To aid the surgeon in determining the 
outcome of surgical operations. (1) Tic doulour- 
eux. (2) Causalgia. (3) Reflex sympathetic dys- 
trophy. (4) Angina pectoris. (5) Arteriosclerosis. 
(6) Thrombo-angiitis obliterans. (7) Other pain- 
ful conditions. 

C. Therapeutic.—A series of blocks may be administered 


as an attempt to permanently relieve the patient. 
In certain cases where surgical interruption is con- 
templated, a preliminary series of blocks often 
gives permanent relief and makes surgery un- 
necessary. 

It may be used to aid the surgeon to prog- 
nosticate the outcome of surgical operations for 
such conditions as hypertension, meralgia 
paresthetica, tic douloureux, causalgic states, 
and many others. It may be administered in an 
effort to treat and permanently relieve certain 
painful conditions. 

Nerve blocking is applicable to almost every 
nerve in the body. If necessary, most of the 
cranial nerves may be blocked as they leave the 
cranial cavity or at certain points along their 
course. All somatic spinal nerves may also be 
blocked within the subarachnoid space, in the 
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peridural space, paravertebrally, in the inter- 
costal space, or at certain other intermediate 
points where the nerve is accessible to the 
needle. The infiltration or topical application of 
local anesthetic agents is sometimes employed 
to interrupt the impulses at the nerve endings. 
Temporary or prolonged interruption of sympa- 
thetic pathways may be accomplished by de- 
position of the anesthetic solution around the 
involved ganglion. The stellate, thoracic, lum- 


bar, and ecceliaec ganglia are easily accessible 


and are often blocked to manage pain which 
accompanies thrombophlebitis and other peri- 
pheral vascular diseases, acute arterial catas- 
trophies, angina pectoris, causalgic states, and 
visceral diseases. 


PAINFUL CONDITIONS AMENABLE TO 
NERVE BLOCKS 


As I have indicated, numerous painful condi- 
tions may be made the recipients of nerve 
blocking. It will be impossible to discuss all of 
these at length and I shall reserve a few brief 
remarks about some of the more common ones 
in order to indicate the usefulness of this 
method. However, before doing so I would like 
to emphasize certain fundamental principles 
which must be adhered to in order to obtain 
optimal results. 

It is most important that blocks are used only 
in indicated eases, for unless the haphazard and 
careless selection of patients is avoided the re- 
sults will be poor and faith will be lost in the 
method. Before blocks are employed, more con- 
servative methods should be exhausted. When 
blocks are indicated, it is important to have a 
definite idea of what is to be accomplished with 
the procedure, whether it is for diagnostic, 
prognostic, or therapeutic purposes. It is also 
important to realize the limitations inherent to 
this method and that the use of nerve blocking 
does not preclude employment of other 
methods, but rather it should be considered as 
an adjunct. In instances where it is the only 
method of attacking the problem, it of course 
attains great importance. 

When blocks are indicated for the treatment 
of pain, it is essential that these be instituted 
early, long before the condition develops such 
a degree of chonicity that it becomes intract- 
able to any form of therapy. The development 
of central pain patterns in patients who have 
severe intractable pain for a prolonged period 
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of time is a real danger which can and must be 
avoided by early therapy. 
It is important to remember that pain has a 


great psychological element, treatment of 
which is as essential as the interruption of pain 
pathways, or more so. This is an important 
consideration for the patient, because the re- 
sponse to pain or the pattern of behaviour may 
be as disabling or more so than the perception 
of pain. There are many psychological aids that 
can be of enormous comfort to the patient. 
Clear insight into the nature of the problem 
will frequently be of great advantage to the 
intelligent patient and make it possible for him 
to eliminate the unhappy reactions to pain 
which are associated with fear and insecurity. 
Sympathy, kindness, and other human values 
are of real significance in promoting improve- 
ment and the wellbeing of the patient in pain. 

It is well to keep in mind the fact that pain 
is a very difficult problem to manage, and 
dramatic results do not occur as frequently as 
we would like. Patients and their families 
should be advised that it may be necessary to 
repeat the procedure in ease of failure to 
achieve the desired results. They should also 
be prepared to accept partial relief without dis- 
appointment or a feeling of ungratefulness. 

The following discussion of the conditions 
amenable to nerve blocks is based on our ex- 
perience with this method during the past 9 
years. During this period we have performed 
approximately 4,500 block procedures for a 
great variety of conditions. Our results have 
generally been similar to those obtained by 
others. 


NEURALGIAS 


One of the most common conditions which is 
amenable to nerve blocking is that of neur- 
algias; and of these, tic douloureux of the tri- 
geminal and glossopharyngeal nerves is the 
most distressing. In cases of trigeminal neur- 
algia, injection of the trigger point, usually 
found on the upper lip just lateral to the ale 
nasi, with a local drug is often sufficient to 
relieve it. If this does not afford relief, the 
fifth cranial nerve or one of its branches may 
be blocked. This always gives transient relief 
and often lasts indefinitely. Aleohol may be 
used to block one of its branches when the local 
drug fails to give permanent relief. 

Tic douloureux involving the glossopharyn- 
geal nerve is rare, but we have seen six cases 
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. which have been temporarily relieved with 


prognostic blocks and permanently cured with 
intracranial section of the nerve. 

The pain of occipital neuralgia is often per- 
manently alleviated with temporary blocks of 
certain trigger areas which are found in the 
suboccipital region or along the transverse 
processes of the upper cervical vertebra. Some- 
times an alcoholic block of the occipital nerve 
is necessary to effect permanent relief. 

Postherpetic neuralgia is a very difficult prob- 
lem which is intractable to almost all treat- 
ment. In patients who are poor risks for rhiz- 
otomy, subarachnoid alcohol block affords 
relief with minimal complications. The same 
may be said of neuralgia of leprosy and of 
severe intractable idiopathic intercostal neur- 
algia. Of course a thorough preliminary exam- 
ination should be done in the latter case to 
exclude spinal cord tumours, herniated dises, 
and other organic causes which ean be elim- 
inated surgically. 

Atypical neuralgias of the face may be man- 
aged with temporary cranial and/or cervical 
sympathetic nerve blocks. 

Radiculitis may indicate a diagnostic-prog- 
nostic block to determine the segments involved 
and the effect rhizotomy will have on the pain. 
In poor risk patients subarachnoid aleohol may 
be employed to afford prolonged relief of pain. 

Meralgia parexsthetica is a neurologic condi- 
tion involving the lateral femoral cutaneous 
nerve which may be due to a variety of causes. 
If elimination of the cause is impossible, a 
prognostic block may be done to determine the 
effect of surgery, or a prolonged block may be 
established for semipermanent relief. 


CAUSALGIAS OR REFLEX SYMPATHETIC 
DYSTROPHIES 


Major causalgia is a condition which is due 
to incomplete severance of a major peripheral 
nerve, such as the median or sciatic, and is 
characterized by severe burning pain, hyper- 
algesia, and vasomotor and sudomotor disturb- 
ances. This condition is very seldom seen in 
civilian practice, but it is one of the most diffi- 
eult problems which confronts the military 
surgeon during wartime. During the second 
world war we saw nine such cases which we 
treated with sympathetic nerve blocks. Tempo- 
rary relief was afforded all nine patients, al- 
though only three obtained permanent relief 
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with this method. This is in contrast to the four 
Korean war casualties recently treated in whom 
we effected prolonged and, we hope, permanent 
relief of pain. The difference in the outcome is 
no doubt due to the fact that the patients in 
the first group were not treated until several 
months: after injury, whereas those of the 
second group were seen within a week after 
their injuries, thanks to air transportation. 
This illustrates the importance of early treat- 
ment in these cases. 


Minor causalgias, such as post-traumatic pain 


syndromes and post-traumatic osteoporosis are 
frequent and serious problems which confront 
all physicians, but particularly those who prac- 
tise industrial medicine. These conditions are 
very important because they present confusing 
symptoms and often remain undiagnosed for a 
long period of time. It is generally agreed that, 
like major causalgias, these conditions involve 
the sympathetic nervous system, and blocking 
the sympathetic ganglia which supply the af- 
fected part will temporarily improve the condi- 
tion. In some eases a series of blocks will effect 
permanent relief, particularly if these are done 
early. 

Phantom limb pain is another form of reflex 
sympathetic dystrophy which may respond to 
nerve blocking if this is done early. We have 
cured three patients who were treated within 
a few weeks after the phantom limb became 
painful. On the other hand we have seen several 
other patients who had had intractable pain for 
several years and who did not respond to any 
form of therapy. A prognostic total spinal block 
did not relieve their pain, even though anes- 
thesia extended to the cervical dermatomes. This 
again illustrates the importance of early treat- 
ment, for unless these patients are treated early 
they become chronically affected, very difficult 
to manage, and often develop a central pain 
pattern, after which cure can be effected only by 
radical neurosurgical procedures of the frontal 


lobes. 
PAIN CONSEQUENT TO VASCULAR DISEASE 


The pain which is present in such peripheral 
vascular diseases as thrombophlebitis, Ray- 
naud’s phenomenon, and other vasospastic con- 
ditions, and in thrombo-angiitis obliterans, and 
arteriosclerosis can be temporarily relieved with 
a prognostic sympathetic nerve block. The pain 
and cdema of thrombophlebitis due to the exist- 
ing reflex vasospasm can be ameliorated with 
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repeated sympathetic block. This procedure 
greatly diminishes the morbidity and affords 
relief which is appreciated by the patient, and 
in addition will prevent the occurrence of post- 
phlebitic edema. The same gratifying results 
ean be obtained in frostbite and acute arterial 
catastrophies. Recently we have used sympa- 
thetic blocks to treat a large group of patients 
with frostbite sustained in Korea and have ob- 
served excellent results. In most instances of 


, Raynaud’s disease, thrombo-angiitis obliterans, 


and arteriosclerosis, blocks are used solely to 
prognosticate the effects of sympathectomy. In 
some poor risk patients, however, prolonged 
blocks established by using alcohol or phenol 
will afford sufficient relief to make svmpathec- 
tomy unnecessary, 

The value of sympathetic block as a diag- 
nostic, prognostic, and therapeutic measure in 
anginal pain has been recognized for many years. 
In poor risk patients aleohol blocks often afford 
relief for long periods of time. Diagnostic blocks 
with local anesthetics or therapeutic nerve 
blocks with aleohol ean be used to advantage for 
the pain of aortic aneurysm. 


VISCERAL PAIN 


Many forms of visceral pain can be diagnosed 
or treated with nerve blocks. The pain of non- 
fatal pulmonary embolism ean be dramatically 
relieved with stellate ganglion blocks. Discom- 
fort due to asthma may also be alleviated with 
the same procedure, The pain of pleurisy can be 
relieved with intercostal nerve blocks. The 
severe, excruciating, and intractable pain of 
acute pancreatitis can be relieved by blocking 
the eceliae plexus or the 6th to 10th thoracie 
sympathetic ganglia. These procedures, in addi- 
tion to the relief of pain, improve the condition 
by releasing the visceral vasospasm. The severe 
pain of gallbladder colic, peptic ulcer, and renal 
colic, if intractable to opiate therapy, can be 
temporarily relieved by blocking the appropriate 
sympathetic ganglia. The same may be said of 
other types of visceral pain including cardio- 
spasm, dysmenorrhea, and cystitis. 


MUSCULOSKELETAL PAIN 


The value of nerve block and local infiltration 
in managing the pain of a great variety of 
musculoskeletal disorders is too well known to 
warrant discussion. The pain of such conditions 
as ankle and other joint sprains, fractured ribs, 
fractured vertebre, painful hip, acute torticollis, 
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low back pain, shoulder-hand syndrome, painful 
shoulder, bursitis, tendinitis, periarthritis, and 
acute myalgias can be permanently relieved by 
repeated blocks using aqueous or oily solutions 
of local anesthetics. This method of therapy af- 
fords sufficient pain relief to allow active mobili- 
zation and the use of physiotherapeutic mea- 
sures, and thus enhances a rapid improvement. 

In order to obviate the disadvantages of 
opiates in postoperative pain, intercostal blocks 
may be done with aqueous solutions of longer 
acting agents such as pontocaine or nuperecaine, 
or with oily solutions of any local anesthetic. 
This not only affords relief of pain, but in doing 
so also prevents postoperative pulmonary com- 
plications. 


PAIN OF MALIGNANCY 


The excruciating pain which is often present 
in malignant diseases may be adequately re- 
lieved with alcohol nerve blocks. While this 
method has certain limitations and cannot be 
considered as the only form of definitive ther- 
apy for these painful states, it does offer certain 
advantages which may not be had with other 
forms of treatment. Properly executed and ef- 
fective nerve blocks can completely or almost 
completely relieve pain and enable the sufferer 
to receive more intensive x-ray and radium 
therapy and other forms of medical treatment 
which otherwise could not be tolerated. In 
addition, blocks are not accompanied by the 
severe central nervous system depression which 
is inherent to massive opiate therapy, nor do 
they impose the risk of major surgical pro- 
cedures which are not usually tolerated by 
these poor risk patients. Most clinicians who 
have had much experience in coping with this 
problem are of the opinion that in the majority 
of patients with intractable pain of an in- 
operable malignant condition, alcohol nerve 
blocking is the method of choice. 

In the past several years we have employed 
nerve blocks in a comparatively large group of 
patients who had severe intractable pain due 
to cancer. Of the patients in this group 68% 
obtained complete relief until they died, 25% 
obtained moderate relief, and 6% obtained only 
minimal or no relief. The following representa- 
tive cases are presented to illustrate what may 
be accomplished with nerve blocks. 


H.P., a 78-year old male in 1946 noticed a small lesion 
of the lower lip which was treated for 2 years by a 
naturopath by means of a ‘‘cancer salve’’, The lesion 


became progressively worse and in 1948 the patient went 
to a physician for treatment. By this time the lesion was 
ulcerating and involved the lower lip and both cheeks. 
The patient had pain of a severe degree. This was com- 
pletely relieved by left maxillary and mandibular and 
right inferior alveolar nerve blocks. Following relief, 
the patient was treated with x-ray therapy which gave 
some improvement in the lesion. He died 5 months later, 
still completely free of pain. Bilateral Gasserian block 
is not attempted in these cases because of consequent 
bilateral paralysis of the muscles of mastication which, 
of course, results in the inability to chew food. 


P.S., a 54-year old white male had a tuberculous 
scrofula 20 years ago which was treated by means of 
x-ray with good results. This recurred, however, and was 
again treated with x-ray. Following this he sustained a 
burn of the neck with ulceration of the skin. This was 
treated conservatively for some time before a diagnosis 
of cancer was made. A wide surgical resection was at- 
tempted, but it was found that the lesion extended deep 
and was not resectable. The lesion became progressively 
larger and was accompanied by a moderate amount of 
pain which was completely relieved by subarachnoid alco- 
hol block of the cervical region. 


H.L., a 49-year old male, underwent an exploratory 
thoracotomy for carcinoma of the right lung which was 
found inoperable. Two weeks following the operation he 
started to complain of severe pain in the chest wall, for 
which a subarachnoid block was done at the 2nd, 4th, and 
7th thoracic levels. This completely relieved the chest 
pain. Six weeks later he re-entered the hospital because 
of severe pain in the right shoulder and upper extremity. 
This was obviously due to extension of the tumour into 
the subclavicular fossa with pressure on the brachial 
plexus. A paravertebral block by the posterior route from 
C-5 to T-3 inclusive afforded partial relief of this pain, 
but paresis of the-arm resulted from the block. About 
a week later the patient started to complain of severe 
headache which was thought to be due to venous engorge- 
ment of the head. The headache became progressively 
worse, necessitating large doses of opiates. The patient 
died one month later. 


A.W., a 40-year old white female, had a radical 
mastectomy performed on December 30, 1949. About 5 
months later she started to have generalized metastases, 
and on August 18, 1950 suddenly experienced a severe 
pain in the paravertebral area opposite the lower thoracic 
region. Pain was so excruciating that it prevented move- 
ment and necessitated a general anesthetic in order to 
transfer her to the hospital. X-rays revealed a compres-~ 
sion fracture of the 10th thoracic vertebra with narrow- 
ing of the interspace. A subarachnoid block was done at 
T-9 and 10 with 0.5 ¢.c. of aleohol in each segment. This 
afforded her complete relief of pain on both sides. 


M.F., a 58-year old white female, had a radical mast- 
ectomy performed February 14, 1949. A year and a half 
later she developed metastases involving the 5th lumbar 
vertebra and right femur which caused severe pain across 
the lower back, right hip and gluteal region. A sub- 
arachnoid aleohol block was done through a needle in- 
serted in the 3rd lumbar interspace. This afforded partial 
relief of pain. The block was repeated 6 days later at 
the 2nd lumbar interspace, followed by complete relief 
of pain. 


C.W., a 73-year old white female, had an exploratory 
laparotomy performed in January of 1950 for an epi- 
gastric tumour which was found to be inoperable 
earcinoma involving the pancreas, stomach, and gall- 
bladder. About a month later she developed severe in- 
tractable pain in the epigastrium which was successfully 
treated by bilateral celiac ganglion block with alcohol. 
Following the block, however, she developed an ortho- 
static hypotension which caused her to faint whenever 
she assumed the upright position. This was controlled 
by the administration of ephedrine. 
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S is generally known, practically all Egyp- 

tian writings, inscribed on their monuments, 
papyri and other materials for inscription, were 
a sealed mystery to the whole world for over 
2,000 years. These inscriptions were in the form 
of hieroglyphic, hieratic and demotic texts, the 
meaning of which was forgotten and undecipher- 
able even to the natives. About one hundred and 
fifty years ago a stone was discovered which 
showed the same priestly text, but in three 
different scripts, hieroglyphic, demotie and 
ancient Greek. The Greek was well understood 
and with its help the meaning of the hierogly- 
phic symbols and the demotie writing were 
readily deciphered. Starting with this discovery 
as a basis, scholars were gradually enabled to 
unveil the meaning of nearly all Egyptian in- 
scriptions. This stone, which is now in the 
British Museum, was found on the banks of the 
Nile near Rosetta, and has ever since been 
called the Rosetta Stone. 

Freud, as a result of his researches in the 
functioning of the mind, normal and more par- 
ticularly abnormal, similarly gave us a Rosetta 
Stone, which was like letting sunlight stream 
into the dark chambers of the mind, hitherto 
almost impervious to understanding. Your 
worthy organization is interested in the solution 
of one of the most obseure problems in all 
Neurology, multiple selerosis. Although we have 
accumulated a vast array of facts on that sub- 
ject, we still have no grasp of its innate meaning, 
its causation, prevention and cure. Let us hope 
that in the not too distant future, the researches 
of neurologists and other scientific helpers may 
grant us also a Rosetta Stone, to help solve that 
distressing human affliction that is so near to 
our hearts. 

In order to give you a more adequate idea of 
what psychoanalysis is, I have to give you some 
idea of the pre-psychoanalytie world. In that 
world, which was only fifty years ago, we had 
only a superficial idea of mind, 7.e., the action 
of the normal mind and we ealled the study of 
it psychology. Of abnormal mind and its reac- 
tions we had only surface deseriptions and classi- 
fications, but no understanding at all. We could 
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speak of the neurasthenics with their fatigues, 
their weaknesses, their aches and pains and their 
constant preoccupation with their physical and 
mental discomforts; of the hysterics with their 
fuges, amnesias, dream states or their paralyses, 
deafness, dumbness or blindness; of the compul- 
sion and obsession neuroties with, on the one 
hand their innumerable rituals of apparently 
senseless repetition of useless or troublesome 
acts and on the other hand, their self-torturing 
with repetitive and equally senseless ideas, 


‘which, although they felt them as vaguely un- 


true, they could not dismiss. Very often both 
the compulsions and the obsessions afflicted the 
same victim. In any ease, nearly all of them had 
various phobias and were totally unable to make 
decisions even in the most trivial matters. 
Finally, we had the type, the most common of 
all, called the anxiety neuroses, whose lives to a 
greater or less degree were rendered miserable 
by all sorts of apprehensions and fears, fre- 
quently of the unknown, but more often of 
matters trivial in their nature or totally un- 
reasonable to pick on. In addition, this type was 
constantly or recurrently complaining of various 
physical symptoms, either in the same set of 
organs, or varying the site of their complaints, 
some of them including practically every organ 
in the body, known to them. Needless to say re- 
peated examinations of the patient showed no 
evidence of pertinent organic disease. This par- 
ticular group harassed not only themselves, with 
their complaints, but also their whole environ- 
ment and became a burden to the physician at 
his office or in the clinic. 

Were these people physically sick or insane? 
Not at all. Neither were they merely imagining 
their symptoms, particularly their physical 
ones. The latter were due to disturbances in the 
organs referred to, caused by the emotional 
disturbances. Broadly speaking, however, the 
organs complained of were not at all organi- 
eally diseased. These people I have discussed 
are as numerous as the sands and are all around 
us. They are not different from you or me 
except in degree. You or I might feel an oc- 
casional qualm or stab, but they have it con- 
stantly, repeatedly or for long periods and even 
for a lifetime. They merely are not as well 
adjusted emotionally as you or I, and that very 
acquired instability keeps them and others on 
tenter-hooks. What do they do about it? They 
usually run again and again to their physicians, 
tell all about their physical complaints, over 
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and over again, but generally keep “mum” 
about their emotional ones. The physician ex- 
amines conscientiously and if the complaints 
sound realistic enough, he submits them to in- 
numerable tests and perhaps numerous physical 
consultations. As he has found nothing, in the 
end, he reassures them and on subsequent 
sporadic visits he reassures them again and 
again perhaps for a lifetime. Or worse still, the 
patient, convinced that he has a real physical 
disease, makes the rounds of all the physicians 
in his town in order to purchase a diagnosis 
more in accordance with his own conviction. 
Then he settles down to nurse that ailment 
indefinitely or becomes more panicky than 
ever. 

Now what are these people? They are 
neurotics or psychoneuroties which is the same 
thing. Through no fault of their own, they are 
emotionally, not intellectually, immature or, 
through the stresses of their environment, they 
have become emotionally maladjusted. It means 
that they are people who are not at peace with 
themselves or at peace with their environment, 
or are unable to get or do steady productive 
work. More commonly they suffer from a 
combination of these phases. It is people like 
these who if not properly readjusted before 
marriage, make what we eall “a neurotic choice 
of a mate” and heavily weight the world’s sum 
of marital discord and the subsequent breaking 
up of homes. Neurotic children are a frequent 
product of such households. 

What did the psychiatrists or more particu- 
larly, general practitioners do for these pa- 
tients since psychiatrists fifty years ago prac- 
tised only in institutions? The physician then, 
as too often today, examined the patient look- 
ing for possible physical causes, advised him to 
have his defective teeth, tonsils and perhaps 
his appendix removed. If deemed advisable, 
anything else in his anatomy that was not too 
firmly anchored was also eut out. But the pa- 
tient kept on protesting, evolving new com- 
plaints, resulting from the operations them- 
selves. At length tired by the importunities of 
these patients, whether operated on or not, the 
physician became irritable or sarcastic or very, 
very sensible. If the former,- he informed the 
patient that he was “hipped” (hypochondriac) 
or imagining those things or that he should get 
a grip on himself or that what he needed was 
a good swift kick in a particular region, or as 
in a certain magazine article by a layman, he 
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was told that he was “lazy, cowardly, some- 
thing of a louse”. That variety of physician 
never cured a single patient of this type. 

The sensible type of physician was more 
kindly, patient and sympathetic. He tried, from 
the depths of his own ignorance of the mechan- 
isms and mode of treatment of this kind of ease, 
to explain away the patient’s ailments, gave him 
some newer sedative and occasionally contributed 
some temporary appeasement to the patient's 
woes. Finally, frustrated by his own lack of 
understanding of the patient’s illness and the 
futility of his own efforts, he also became ex- 
asperated and like the first type of physician he 
vented his resentment at the poor victim of his 
own ineptitude. So the latter type also never 
cured a case of neurosis. No! Neurosis has never 
been cured by neglect, by abuse or by ordinary 
common sense. The patient is not imagining 
his symptoms; he feels them and they are real 
enough to the patient and to the discerning 
physician, but in these cases they are not due 
to any organic disease, which the patient or 
the uncertain physician may suspect. It takes 
something far transcending common sense to 
understand or cure these conditions. It requires 
a special training or a new understanding and 
a definite technique. Freud first, in medical 
history, supplied this understanding and: this 
technique. He, for the first time since medical 
history began, gave us the necessary tools to 
work with in relation to the neuroses. 

Freud, about the beginning of this century, 
after a long period of investigation and experi- 
ment, began publicly to formulate his views. 
He and his school pointed out that the new- 
born infant starts with the shock of birth and 
then becomes the dominant lord of his domain, 
where his every wish is immediately granted. 
He is basically amoral, asocial and an absolute 
egotist, and for a while his will prevails. He is 
born with bodily and mental tendencies that 
are contrary to the prevailing conventions of 
the older members of his group. With the sue- 
ceeding months through his early years, he 
runs the gamut of what Freud in a very broad 
way has chosen to eall his (infantile) sexuality. 
This centres around the satisfaction of various 
bodily impulses without consideration of moral, 
ethical, conventional or social conformity or 
obligation and soon he begins to be subjected 
to disciplinary measures to make him conform 
to these standards. Barriers are built up such 
as modesty, shame, horror, moral feelings, ete. 
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Conflicts are built in all of us when we are com- 
pelled to renounce our pleasurable sensations, 
mental but mainly physical, by this process of 
education or compromise, often at the expense 
of mental health. 

A healthy person emerges from this series of 
conflicts by managing to replace the primary 
personal activities and interests by external 
social ones. If he thus makes a satisfactory re- 
pression and learns to adjust normally to these 
disciplines, he learns to fit into more adult life. 
If he remains fixed in his early desires or 
habits, that are not in accord with adult sexu- 
ality, the result may be persistence of abnormal 
feelings or behaviour, or those too-repressed 
attitudes may remain in his personality, for- 
gotten by his conscious thinking and acting like 
a foreign body that is ready at any instigation 
to break out into abnormal symptoms or be- 
haviour. Other unfavourable impacts in later 
life may intensify those tendencies, overt or 
buried, or shift them in the unconscious mind 
to others equally undesirable, but the hidden 
current runs throughout. 

The resulting symptoms constitute a com- 
promise formation between the native impulses 


and the repressions unconsciously imposed on 


them. These symptoms comprise a_ veiled 
language in which the hidden thoughts and 
desires find the only means allowed them of 
coming to expression, but their source or mean- 
ing are totally unknown to the patient. If he 
tries to interpret them he will blame them on 
physical diseases which have no existence in 
reality or play no part in determining the symp- 
toms complained of. Again, he is likely to at- 
tribute them to the ordinary unpleasant events 
in the course of life, which on the well-adjusted 
person leave only a slight or transitory effect. 

It is true that such impacts, if severe enough, 
may add their quota to the patient’s under- 
lying ailment, but though the manifestations 
may vary from time to time, the basic pattern 
remains the same. In these cases, we are dealing 
with a persistently unstable equilibrium, an 
equilibrium which may disappear altogether 
with or without apparent causation. 

To repeat, the trouble usually goes back to 
early childhood and important modes of re- 
action, which have been fixed and stereotyped 
for years, have to be altered. Psychoanalysis 
deals not only with the symptoms present at a 
given date, but with the whole of the représsed 
mental material that is the basis of all neurotic 
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manifestations, present or future. 

As regards treatment; by the method of 
suggestion we frequently see the subsidence of 
one group of symptoms, followed sooner or 
later by a recurrence of these, or an out- 
crop of fresh ones. Ordinary psychotherapy, 
suggestion, hypnosis, may improve the mild 
cases and ease their discomforts, but in the 
more severe cases even if apparently success- 
ful, they merely dam up the abscess, so that 
ultimately it will appear again in the same, or 


- in other, places. Psychoanalysis on the contrary 


seeks by digging up the roots and finding the 
real meanings of the symbolic reactions and 
their correct interpretation, to enable the pa- 
tient to get a better understanding of his real 
motivations and thus be more able to under- 
take his adjustment to reality. If the analysis 
is successful, the patient is brought to emo- 
tional maturity. He is enabled to face the vicis- 
situdes of life and to live it in a normally 
mature way. 

To return to the so-called common-sense 
psychotherapeutic approach of instruction, 
direction, correction, explanation, criticism 
and abuse, or of sympathy, pretence and sug- 
gestion—they never cured a case of well-defined 
neurosis. Psychoanalysis, instead of leading the 
patient in a previously determined way, rather 
accompanies him in his progress, the direction 
of which is entirely determined by the pa- 
tient’s own mental activity and principally by 
the workings of his unconscious self. In short, 
the analyst guides the patient to see his own 
mental contortions, his real motivations, his in- 
nate symbolic reactions. He is led gradually 
along a path from darkness to dawn to day- 
light, arising from within himself and not hav- 
ing it unacceptedly or uncomprehendingly 
imposed upon him from without. In contrast 
to enforced common-sense, with its frequent 
misjudgments, imposed from without, he begins 
to realize that the truth is really coming from 
within himself and in his ease that is the only 
method that will carry conviction. In such a 
case also, to paraphrase the ideas if not the 
words of Ernest Jones, a noted disciple of 
Freud’s, “so much time, trouble and expense 
are given to the orthopedic straightening of a 
deformed limb, even to the orthodontic 
straightening of deformed teeth, we therefore 
should not grudge the same for a deformed 
spirit, for when successful it is the greatest in- 
vestment of a lifetime”. 
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When Freud first began to publicize his ideas 
over fifty years ago, he inexpressibly shocked a 
Victorian era that referred to legs as limbs and 
draped those of the piano with pantalettes for 
modesty’s sake. He particularly shocked the 
world with his theories of infantile sexuality, 
which term he extended to almost every action 
and function of the infant. He shocked the in- 
tellectual world also, with his tremendously new 
and fantastic interpretations of mental mechan- 
isms and the new esoteric terms he and his school 
invented to describe them. It is amazing how 
many of these terms have become current coin 
of the realm; repression, regression, motivation, 
complex, conflict, inferiority, superiority and so 
on. As is common with new and revolutionary 
ideas, the storm was fierce in medical and intel- 
lectual circles in those years and, though to a 
much less degree, it still persists. 

He started out to solve the problem of the 
neuroses and their treatment and in the process 
he began to realize, through his extensive in- 
vestigations, that he had tapped a veritable mine 
of new revelations. He began to find that the 
unconscious mind in its operations often dealt 
with ideas that were akin to those of folklore, 
fairy tale, mythology, superstition, primitive 
mentality and even of sociology and religion. 
His disciples, of course, contributed greatly in 
this field. As more and more neuroties came to 
the psycho-analytie couch and began to broad- 
east the revelations which they had acquired, 
professors, students, actors, writers, poets and 
others in various intellectual spheres frequently 
submitted themselves to the same discipline, not 
so much from an innate need, as from intel- 
leetual curiosity. Whether they accepted all or 
parts of the new teaching, their new understand- 
ing of mental mechanisms diffused around and 
below themselves so that radical alterations were 
made in the interpretation of all those sciences 
I have already referred to. There is in fact now, 
hardly a field of pure knowledge that has not 
been affected by psychoanalysis. For example: 
anthropology, history and sociology in the past 
generation and the present, exhibit the marked 
degree in which their interpretation has been 
coloured by the newer outlooks presented 
through psychoanalysis. In facet, many teachers 
of religion are incorporating its principles to a 
considerable extent. 

At this point might I be permitted to put my 
oar in. The empires of the world are all dis- 
integrating. It is true that a good deal of this 





may be due to the pressure of public opinion 
resulting from pressure from Communistie and 
labour unions as well as United States influences. 
However, if we remember current history we see 
that there was already a trend fifteen to twenty 
years ago to yield to subject peoples a greater 
and greater participation in their own govern- 
ment, with vague implications of more and more 
independence in the future. The dominant im- 
perial partner could by sheer force as in the 
eases of Britain, Holland and Franee, still main- 
tain their domination. Yet they have yielded and 
are yielding further. Why? Because the old 
slogans of the glorious heritage of dominion and 
obligation to govern the subject races for their 
own good are being seen now in all the hollow- 
ness of their mere sham. The infiltration of 
psychoanalytic ideas has caused an involuntary 
analysis of their own motivation and the result- 
ing realization that what was previously vaunted 
as glory and altruism, was merely a sordid game 
of grab and hold. 

Stepping down from empires to nations, ob- 
serve the incredible spectacle of the progressive 
dissolution of the caste system in India, where 
for two thousand years there has been an iron- 
bound hierarehy of innumerable castes, each dis- 
dainful of those below it, until we come to the 
countless pariahs, whose social status was in- 
finitely worse than that of dogs with us, and 
whose presence and even existence was regarded 
as a contamination. Consider also the inhuman 
subjection of the coloured races in South Africa 
and the consequent resentment, contempt, and 
criticism of the rest of the world. Finally, I will 
eall to your attention the world-wide tendency 
to suppress intolerance amongst groups and 
individuals that, within our generation is obtain- 
ing a greater and greater hold on thinking 
persons of most nations. 

I venture to suggest that Freudian demonstra- 
tions of hidden motivations, of rationalizations, 
in all humanity, has shown the world our com- 
mon human nature and the oneness of Man. 
This new understanding and its diffusion hori- 
zontally and vertically, in my opinion, has been 
a dominant if unrecognized, factor in altering 
publie opinion and is exerting its effects more 
and more and day by day. 

Freud in the course of about fifty years had 
numerous disciples and students. Psychoanalytic 
elinies were established many years ago in dif- 
ferent cities. All the workers contributed to this 
new knowledge, but Freud was its inventor and 
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dominant spirit throughout and he was rather 
resentful of those who differed from him in 
essential points. Let me mention but two of the 
most important among these, Jung and Adler. 
Jung contributed considerably to this art or 
science, as you will, in the first years and gave 
us one frequently used procedure called the 
controlled word test, for which psychoanalysts 
still find considerable use. He afterwards became 
so philosophic and even mystical, with so many 
unprovable theories, that from the psychoanaly- 
tie standpoint, he has long since passed from 
the scene. Adler differed radically from Freud, 
not in procedure but in theory. He considered 
the sexual theory of the neuroses secondary to 
man’s thrust for power and believed that man 
was mainly concerned with the desire for secu- 
rity and domination. Another theory of his was 
that of “organ inferiority”, that is, that the 
physical symptoms of the neuroses, tended to 
centre in organs that were congenitally or other- 
wise subnormal. Finally, it was he who coined 
the phrase “inferiority complex”. Most psycho- 
analysts accept his teachings as having some 
validity in many eases, but not with the author- 
ity that was inherent in those of Freud. 

And now we come to the last phase, the 
status and position of psychoanalysis as of to- 
day. Freud in the many years of his cumulative 
experience, made no radical departures from 
his early views, but from the added knowledge 
gained from his own practice and that of 
others, he gradually modified some of his earlier 
opinions and added some new conceptions. In 
short, there was an evolutionary trend in his 
formulations, until some years before his death. 
At that time for the great majority of his fol- 
lowers, the oracle was finished and not a jot or 
tittle of the law was to be altered. That group 
of strictly orthodox psychoanalysts still main- 
tains that a proper psychoanalysis must take 
years of almost daily sessions of one hour each, 
to be properly done. They maintain all the 
stock interpretations of the material coming 
out of the analysis as absolutely fixed stand- 
ards. They insist on the usual routine of pro- 
cedure during the analysis: the couch, the 
blank wall facing the patient and the analyst 
sitting behind the couch, no smoking by the 
patient during the analysis, the taking of 
voluminous notes. Also they insist that the 
analyst make no comments and give no advice 
even when requested by the patient. Finally, at 
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the end of each session, the analyst gives inter- 
pretations of the material produced by the pa- 
tient. Such is the ritual. 

However, many of us, and the number is in- 
creasing, realize that Freud himself modified 
his views as the years went on, and probably 
would have modified them still further with 
increasing experience, had he lived longer. 
Great as was his genius, no man is infallible 
and neither a Freud nor an Einstein need 
be expected to be so. Again, some of these 


heretics, with their increasing experience found 


that the stock interpretations did not fit all 
cases, even though they are generally reliable, 
and that each patient should be considered as 
an individual personality, a law unto himself. 
Finally, the analyst by forcing his own inter- 
pretation on the patient, often antagonized him, 
because sometimes the interpretation was either 
incorrect or too painful to be consciously ac- 
cepted by the patient on the one hand; or on 
the other hand, whether correct or not, it 
might be accepted by the patient merely by the 
force of the analyst’s authority. In other words, 
the analyst was defeating his own purpose by 
imposing something on the patient from with- 
out. Some of us felt that the interpretation, 
sometimes with the help of skilful guidance 
from the analyst, should come from the patient 
himself, which made it both true and genuinely 
acceptable to the patient. Again, these heretics 
would modify the office routine if thereby they 
could make individual patients better pro- 
ducers. Also, it might be added that analysts 
of this school are not too disdainful to give 
simple explanations, corrections, advice or even 
suggestion as adjuvants to their main line of 
treatment. Lastly, by these modifications we 
have been able to shorten the duration of treat- 
ment in most cases from years to months. 

In conelusion, we had no available method to 
cure the all too-prevalent neuroses in every 
community even a generation ago; we now 
have a method which is generally successful 
though time may improve or change it. We 
have an understanding of the human mind such 
as we never had in all the thousands of years 
before. This method by extension to many 
mental sciences has made scholars see those 
sciences in a very different light. Mankind has 
been benefited. To Freud is the eternal credit. 


1425 Bishop St. 
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CORTISONE IN THE TREATMENT OF 
ACUTE RHEUMATIC FEVER* 


J.C. Rathbun, M.D., F.R.C.P.[C.], 
H. McAlpine, M. D. and 
G. W. Manning, M.A., M.D., Ph.D., F.R.C.P.[C.] 


London, Ont. 


INCE Hench and his co-workers first reported 


the use of ACTH and cortisone in collagen 


disease! and later in acute rheumatic fever,? 
there has been widespread hope that the outlook 
for acute rheumatic fever would be more favour- 
able. Other investigators have confirmed the 
findings of a rapid fall in fever, subsidence of 
joint pains and nodules, and a gradual fall in 
the sedimentation rate and white blood count. 
The results on cardiac failure, heart size and 
cardiac murmurs have been variable. 

Recently a case was treated with cortisone 
which showed such a marked reduction in heart 
size and relief of failure that it is felt worthy of 
reporting. 


J.C., an eight year old girl was admitted to War 
Memorial Children’s Hospital on March 10, 1950, with 
a history of vague muscular aches for 2 months, severe 
aching in left hip and a sore throat for 17 days, and 
16 days before admission, moderately severe abdominal 
pain caused her to be referred to another hospital. She 
was placed on salicylates in an adequate dosage but 
severe substernal chest pain developed 12 days before 
admission. Two days before admission she developed 
erythema marginata and on the following day a rising 
pulse and temperature, enlarging liver, and moist rales 
at the lung bases indicated early cardiac failure. She was 
transferred to War Memorial Children’s Hospital for 
cortisone therapy. 

Examination showed a pallid girl in moderate respira- 
tory distress with slight cyanosis of lips and fingers. Her 
temperature was 102° F., pulse rate 120, and respirations 
25. Her heart was moderately enlarged with the apex 
lying 1 em. to the left of the nipple line in the 5th space. 
A harsh mitral systolic murmur was audible all over the 
precordium, radiating into the axilla and posteriorly. 
The heart sounds were weak and the pulmonary second 
sound was reduplicated. Blood pressure was 104/70-44. 
_ The liver was firm and the margin palpable 3 cm. below 
the costal margin in the mid-clavicular line. There were 
no nodules present but the remnants of a rash could 
be seen on the skin. 

Laboratory investigation revealed a sedimentation 
rate of 115 mm., hemoglobin 63%, red blood count 
3,260,000, and white blood count 21,350. Wassermann 
and tuberculin tests were negative while urinalysis 
showed a faint trace of albumen. 

X-ray examination of the chest revealed ‘‘an un- 
usually enlarged heart shadow with very sharply demar- 
cated borders. The enlargement involves both sides and 
is associated with marked overfilling of the pulmonary 
vessels.’’+ This could be due to either pericarditis or 
acute dilatation of the heart (Fig. la). 


* From the Department of Pediatrics, University of 
Western Ontario, and The War Memorial Children’s 
Hospital, London, Ont. 

The cortisone used in this study was provided by the 
National Research Council of Canada. * 

t Films read by Dr. D. L. Bartelink. 

















Fig. 1A Fig. 1B 

A diagnosis of acute rheumatic pancarditis and early 
eardiac failure was made. Following an initial period 
of investigation, cortisone therapy was started. The corti- 
sone dosage was 25 mgm. q.6h. on March 14, increasing 
to 50 mgm. q.6h. on March 15 to 26, when the dose was 
reduced to 25 mgm. q.6h. until April 1, at which time 
cortisone was discontinued after 18 days’ therapy. 


HEMOGLOBIN % 


SED. RATE - MM//br. 


Laboratory findings.—The sedimentation rate began 
to fall between the 4th and 7th day and returned to 
normal on the 14th day of treatment (Fig. 2). The white 
blood count continued to rise until the 6th day and then 
fell irregularly not returning to normal until 12 days 
after treatment was discontinued (Fig. 2). The hemo- 
globin and red blood count rose steadily as the rheumatic 
activity diminished (Fig. 2). 

Non-protein nitrogen, creatinine, cholesterol and blood 
sugar studies at weekly intervals followed the patterns 
already published. 

Radiological findings.—The enlarged heart described 
on admission was noted clinically to be decreasing in 
size on the 6th day. On the 7th day of treatment a chest 
film showed a dramatic reduction in size to just slightly 
above normal (Fig. 1b), which has persisted almost un- 
changed to December, 1950. 

Electrocardiographic findings. — Electrocardiograms 
taken on a number of occasions from March to December, 
1950, showed, initially, changes compatible with an acute 
pericarditis. The tracing of March 11, 1950, revealed flat 
T waves in Leads I and II, a negative T3 with a 
moderate Q3, and low negative T in CF2 and CF4 with 
a P-R interval of 0.12 seconds and a sinus tachycardia 
of 150. Later tracings in March and early April showed 
an increase in T amplitude in Leads I and II with a 
deep negative T appearing in CF2 and CF4. 

In the April 25 record an abrupt change from a deep 
negative T in CF2 to an upright wave was noted. In the 
July record the tracings had returned to normal except 
for negative T wave in CF2. At no time was there pro- 
longation of the P-R interval in this case. 

Heart sound tracings were obtained on a number of 
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occasions and confirmed the auscultatory findings (Fig. 
3). Initially a loud systolic murmur complicated, early 
in the course of her illness, by the addition of a peri- 
eardial friction rub was noted. This subsided and by 
March 22 an obvious mid diastolic murmur could be 
heard. 

The tracings of March and July reveal an obvious 
systolic and mid diastolic murmur (Fig. 3A and B). In 
December, 1950, the loud 3rd heart sound (Fig. 3) was 
misleading, for it was difficult to classify the mid 
diastolic sound as a murmur or 3rd heart sound. The 
difference of opinion we felt was settled by the demon- 
stration of a clear 3rd heart sound in the phonocardio- 
gram. 


Fig. 3 


Clinical progress.—On March 14 the blood pressure 
had dropped to 104/62-20 and on the following day a 
pericardial friction rub was audible over the precordium. 
The temperature began to fall on March 17 and by March 
20 became normal, At this time there was a marked im- 
provement in skin and nail colour, slower respirations 
and a smaller heart by percussion. The mitral murmur 
was unchanged but the liver had receded so that the 
margin lay 2.5 em. below the costal margin. By April 5 
the liver was of normal size. 

On March 26 her face became noticeably puffy, ac- 
companied by a weight gain of 3 lb. This Cushing 
syndrome progressed and cortisone therefore was stopped 
on April 1. 

On May 5, allowing her up in a chair caused a rise 
in temperature and sedimentation rate. She was dis- 
charged home to bed for one month on May 21. Re- 
admission on June 30 revealed that her heart size was 
unchanged from the previous month; the harsh mitral 
systolic murmur persisted and a soft late mitral mid- 
diastolic murmur could be heard at the apex (Fig. 3). 
The mitral first and pulmonary second sounds were ac- 
centuated. All blood chemistry was within normal limits 
except for a serum cholesterol of 230 mgm. %. The 
sedimentation rate was 8 mm. per hour and hemoglobin 
96%. 

She was gradually allowed up and discharged home 
on June 30. There was a gradual improvement over the 
ensuing months and by December, 1950, the mid digstolic 
murmur had disappeared and was replaced by an obvious 
third heart sound (Fig. 3). The systolic murmur was still 
present. 


DISCUSSION 

Cases of acute rheumatic fever in children 
which fail to respond to salicylate therapy, and 
progress to cardiac failure have long been one 
of the most discouraging problems of pedi- 
atrics. However, in this case when salicylates 
failed the administration of cortisone would 
appear to have been of considerable value. 
Massell et al.° have reported one similar case in 
which salicylates failed and it is likely that 


“others will be added. Certainly no worker to 


date has reported a case of acute rheumatic 
fever which has been unaffected by cortisone 
or adrenocortico-tropic hormone in so far as 
temperature, pulse, sedimentation rate and well 
being were concerned. 

The clearing of cardiac failure and the rapid 
return to normal cardiac size on the 7th day of 
treatment would suggest some effect of the 
drug on the myocardium. A similar rapid 
change in heart has been reported by 4 
groups” ® * 71° but the effects of cortisone and 
ACTH on cardiac failure have been extremely 
unpredictable. McEwen‘ has suggested that the 
duration of illness prior to treatment may 
affect the results of cortisone therapy during 
cardiac failure. Two of his cases became worse 
where treatment was given 64 days and 9 
months after the onset of the original rheu- 
matie infection. Massell’ reports 3 cases of im- 
provement of 30, 51, and 69 days’ duration, and 
Wilson and Helper’’ report 11 cases of improve- 
ment of 4 to 28 days’ duration. Our present case 
had been acutely ill for only 17 days. 

Unfortunately two rather 
were noted—the delayed development of a mid 
diastolic mitral murmur and the prolonged 
stay in bed of 4 months before the patient could 


adverse results 


be allowed up. The first suggests the possi- 
bility that cortisone in the dose used will not 
favourably influence acute rheumatic endo- 
carditis even when given early. The period of 


9 


bed rest required bears out Barnes” suggestion 
that cortisone and ACTH merely suppress signs 
and symptoms without shortening the natural 
course of the disease. 

Finally cortisone would appear to be the 
drug of choice since less sodium will be re- 
tained. In support of this view, Massell et al.° 
were compelled to use mereuhydrin in order to 


clear the edema resulting from ACTH therapy. 
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SUMMARY 


1. A ease of acute rheumatic fever with 
failure treated by cortisone is described. 

2. Cortisone effectively reduced the tempera- 
ture, sedimentation rate and pulse rate when 
salicylates failed. 

3. Marked changes in cardiae size may occur 
under cortisone therapy. 

4. The possibility that the early use of corti- 
sone may be beneficial to damaged heart muscle 
is discussed. 

5. The question of subsequent development of 
serious endocardial lesions is raised. 
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BRONCHOPULMONARY CANDIDOSIS 
(Moniliasis) * 


Report of three cases. 


J. Edouard Morin, M.D., F.R.C.P.[C.], 
F.R.S.C.,7; 
Sylvio Leblond, M.D.t and Paul Fiset, M.D.{ 


Quebec City, Que. 


CASTELLAND was the first to deseribe, in 

1912, a very peculiar chronic bronchopul- 
monary affection occurring in tea workers in 
Cevlon. This disease offered the clinical aspect 
of tuberculosis with abundant and _ tenacious 
mucopurulent expectorations, but acid-fast ba- 
cilli were never isolated. Instead yeastlike organ- 
isms were discovered in large numbers in the 
sputum and hence were considered as the causa- 
tive factor. Furthermore, by repeated insuffia- 
tions of tea dust in the upper respiratory tract 
of guinea pigs over a period of several months, 
Castellani induced extensive pulmonary lesions 
from which he retrieved the same yeastlike 
organisms. Subsequently he classified these 
organisms in the genus Monilia.* Considered at 
first as a tropical disease, bronchopulmonary 
moniliasis has since been the subject of numer- 
ous publications in Europe as well as in America. 


* Read before La Société Médicale des Hépitaux 
Universitaires de Québec, November 17, 1950. 

From the Department of Bacteriology, Laval Uni- 
versity Faculty of Medicine and Quebec Veterans’ 
Hospital. 

t Professor of Bacteriology, Laval University Faculty 
of Medicine. 

t Director of the Department of Medicine, Quebec 
Veterans’ Hospital. 

{ Director of Laboratories, Quebec Veterans’ Hospital. 


In 1935, Dodge’s Medical Mycology® listed 264 
species of yeasts and yeastlike organisms pre- 
sumed pathogenic for man and animals. How- 
ever, Langeron and Guerra’ demonstrated that 
Candida albicans had over 100 synonyms such as 
Monilia albicans or Oidium albicans, while the 
remaining species had each about ten. Of the 
genus Candida, Langeron et al.** **: 1° consider 
only seven species as being frequently encoun- 
tered, of which one alone would be of medical 
importance, C. albicans. A practical classification 
of the yveastlike organisms pathogenic for man 
has been agreed upon only recently after many 
years of sustained research.!: 4 5 14, 15, 16,31 Ag 
a result, the term Monilia is henceforth reserved 
for certain fungi pathogenic for plants (para- 
sites of plums and other fruits) while that of 
Candida is attributed to certain yeastlike organ- 
isms of medical interest.* ?* 3? Accordingly we 
suggest that the term moniliasis. as referring to 
a human disease caused by C. albicans be re- 
placed by that of candidosis. 

C. albicans is widespread in nature. According 
to some authors?»* it is found in the mouth, 
digestive tract or vagina of about 3 to 5% of 
normal individuals. On the basis of this ubiqui- 
tous character, it has often been denied all 
pathogenicity and branded as a mere secondary 
invader, an epiphenomenon in the course of 
certain debilitating diseases, Nevertheless it is 
now ascertained that C. albicans possesses a real, 
albeit weak, pathogenicity that might manifest 
itself under certain conditions, e.g., debility™ 
or allergy. Kurotchkin e¢ al.** and Owen ef al.*® 
demonstrated the existence of a loeal or indi- 
vidual allergy as a predisposing factor. Thus 
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Castellani,* by repeated insufflations of tea dust, 
had sensitized his guinea pigs. C. albicans is 
very resistant to drying and is found in large 
numbers in dusty surroundings.*: 4 33 

On the whole, the diagnosis of bronchopul- 
monary candidosis must be made with great 
caution. There are, however, certain criteria, 
suggested by Ikeda,'* that are reasonably re- 
liable such as: (1) A history of reeurrent 
respiratory symptoms which simulate those of 
chronic bronchial asthma or advanced pulmonary 
tuberculosis. (2) Tenacious, mucopurulent ex- 
pectorations. (3) The persistent absence from 
the sputum of tubercle bacilli and the presence, 
usually in large numbers, of C. albicans. (4) 
' Extensive pulmonary lesions revealed by x-rays. 
(5) The almost specific action of iodides against 
the condition. (6) The reproduction in labora- 
tory animals of pulmonary and other lesions 
with the presence of C. albicans. 

Mild, moderate and severe forms of broncho- 
pulmonary candidosis, differing from one an- 
other by their duration and the intensity of 
their clinical signs, have been described. The 
severe form, which is seldom fatal, is by far the 
most frequently recognized. The disease usually 
runs a progressive and prolonged course, with 
fever, night sweats, emaciation, loss of weight 
and strength, dyspnea and cough. The expector- 
ation is abundant, mucopurulent, tenacious and 
sometimes hemorrhagic. The clinical signs and 
roentgenologic data resemble closely those of 
pulmonary tuberculosis. The sputum however 
never yields acid-fast bacilli, but large numbers 
of yeastlike organisms are found. The diagnosis 
is established by excluding carefully all other 
pulmonary conditions and is based on clinical 
data supported by laboratory findings.” 2% 25 


CASE 1 


E.C., trucker, aged 26 years, was admitted on July 29, 
1949, complaining of slight neurological disorders re- 
sulting from a skull fracture which he had suffered a 
few months previously. 

Upon admission, apart for a few neurological signs, 
disseminated rales were detected in the right lung. An 
x-ray examination (Fig. la)- revealed fluffy, cottonlike 
opacities involving both lungs, save the apices. The 
aspect was that of a tuberculous bronchopneumonia. The 
clinical signs, however, were very scanty except for a 
slight cough and mucopurulent expectorations. Tubercle 
bacilli have never been identified in repeated examina- 
tions of sputum and gastric secretions; furthermore 
guinea pig inoculations and culture media have always 
remained negative, but the sputum constantly yielded 
yeastlike organisms in large numbers. Erythrocyte counts 
were within normal values, leucocyte counts ranged be- 
tween 10,000 and 16,000 and the blood sedimentation 
rate (Westergren) between 60 and 80 mm. after I hour. 

Antibiotics and general supportive measures were of 
little avail and a radiogram taken two months after ad- 
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Fig. la Fig. 1b 


Fig. 1. (Case 1).—(a) Radiogram taken a few days 
after admission showing a bilateral mottling in both 
bases and involving the hilar regions. (b) One year 
after the onset of illness. 


mission showed no improvement. By the beginning of 
December, 1949, all medication, save supportive measures, 
was discontinued while ten grains of potassium iodide 
were administered three times daily as a tentative ther- 
apy. Periodic x-ray examinations showed progressive im- 
provement and, by the end of January, 1950, the pulmo- 
nary lesions previously described had practically all dis- 
appeared. A few weeks later the patient was dismissed 
from hospital but iodide therapy was continued at home. 

The patient was seen in August, 1950, one year after 
the onset of his disease. He looked well and had no com- 
plaints. Clinical and x-ray examinations (Fig. 1b) were 
negative but yeastlike organisms were still isolated from 
Sabouraud’s agar. This patient was considered as 
definitely cured. 


CASE 2 


D.D.M., lumberman, aged 37 years, was admitted on 
January 26, 1950, complaining of cough, abundant 
expectoration, weakness, night sweats and loss of weight. 
He had been feeling ill for over a month. 

On clinical examination only a few disseminated rales 
were discovered in both lungs without any sign of local- 
ization. A radiogram showed an irregular opacity involv- 
ing most of the lower lobe of the right lung and ob- 
structing the corresponding phrenicocostal sinus. 

Five days after admission the temperature suddenly 
rose to 101° F. and a sharp pain developed in the right 
subelavicular region. Clinical signs of consolidation ap- 
peared in the right lower lobe with a limitation of dia- 
phragmatic expansion. Nevertheless an x-ray examination 
showed no modification. Penicillin and sulfa drugs were 
prescribed. The temperature fell to normal after a week. 

The blood sedimentation rate (Westergren) was 110 
mm. after one hour and the leucocyte count was 18,000, 
granulocytes predominating with a shift to the left. 
After regression of the acute symptoms, the general con- 
dition of the patient showed little improvement in the 
weeks that followed, and he still complained of fatigue, 
night sweats and cough. 

Tubercle bacilli have never been found in the sputum 
and gastric secretions and guinea pig inoculations re- 
mained negative but yeastlike organisms were constantly 
observed in his mucopurulent expectoration. 

Ten grains of potassium iodide were prescribed, three 
times daily, as a tentative therapy while all other medi- 
cation was discontinued. A month after iodide treatment 
had begun all clinical signs had disappeared; the pa- 
tient had gained weight and strength; his temperature, 
leucocyte count and blood sedimentation rate were 
normal. A radiogram showed a complete regression of 
the pulmonary lesions except for a slight irregular 
opacity above the diaphragm on the right side. He was 
discharged from the hospital by the end of May, 1950, 
four months after admission, and was considered as 
eured, We have not heard from him since. 
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CASE 3 


P.E.B., mailman, aged 27 years, was admitted on 
April 13, 1950. Since November, 1949, he lost forty 
pounds. He felt exhausted and coughed heavily; his 
expectoration was abundant and mucopurulent. He also 
complained of night sweats. Upon admission the clinical 
signs were very discrete. The temperature was 100° F. 
Only a few disseminated rales were observed in both 
lungs. The pulse and respiratory rates were practically 
normal. Nevertheless the patient seemed to be in a very 
advanced state of pulmonary tuberculosis. 

A pulmonary roentgenogram showed a bilobate mass, 
about ten cm. in diameter, in the left hilar region. The 
roentgenologist suggested the possibility of a Hodgkin’s 
disease or a bronchial carcinoma. A _ bronchoscopic 
exploration did not furnish any additional data on the 
condition. Bed rest, streptomycin and _ para-amino- 
salicylic acid were then prescribed. 

Erythrocyte and leucocyte counts remained within 
normal limits but the temperature ranged between 99 and 
100° F. and the blood sedimentation rate (Westergren) 
between 60 and 80 mm. after one hour. Acid-fast bacilli 
were never identified in repeated smears from sputum 
and gastric secretions. Cultures on Loewenstein’s and 
Petragnani’s media as well as guinea pig inoculations 
also remained negative. 

A month and a half after admission a radiogram 
indicated an extension of the aforedescribed pulmonary 
lesions. The patient’s general condition was still very 
alarming. 

As yeastlike organisms were constantly found in large 
numbers in fresh preparations of sputum, streptomycin 
and para-amino-salicylic acid were discontinued while 
potassium iodide therapy was attempted. The patient’s 
temperature progressively dropped to normal, his cough 
and expectorations diminished and repeated radiograms 
showed a notable regression of the lesions previously 
described. 

The patient was discharged greatly improved three 
months after admission. He had gained weight, did not 
cough or spit and felt. in perfect condition. 

The patient was seen in November, 1950, two months 
after dismissal from the hospital. A radiogram showed 
a positive improvement but a rather extensive broncho- 
pulmonary sclerotic reaction still persisted. The blood 
sedimentation rate was 17 mm. after one hour. Yeastlike 
organisms were isolated on Sabouraud’s agar, but were 
not found on direct examination of the sputum. Never- 
theless the patient assured us he felt perfectly well. 

Although this patient gave a dramatic response to 
iodide therapy, his present condition does not permit us 
to consider him as definitely cured, but only as greatly 
improved. 


LABORATORY FINDINGS 


Yeastlike organisms repeatedly isolated from 
our three patients have always manifested identi- 
eal morphologic and biologie characteristics; 
therefore they will be studied as a whole. The 
procedure followed for isolation is that recom- 
mended by Langeron.'® Sputum, collected in the 
morning is immediately cultured on Sabouraud’s 
glucose agar and then purified by two or three 
subcultures on Raulin’s medium. 

Cultural characteristics. —— On Sabouraud’s 
glucose agar as well as on nutrient agar and 
corn meal agar growth is rapid and abundant 
between 25 and 37° C. Colonies are cream 
coloured, smooth and similar to those of S. albus 
(Fig. 2). Blood agar furnishes a slower and less 








Fig. 2 


Fig. 3 

Fig. 2.—Colonies on Sabouraud’s glucose agar re- 
sembling those of S. albus. Fig. 3.—Stab culture in 
gelatin showing mycelial formation. 


abundant growth than Sabouraud’s medium. At 
first the colonies are small and transparent ; after 
a few days they become cream coloured and 
smooth. On gelatin, surface colonies are cream 
coloured and smooth. Along the stab pseudomy- 
celia develop (Fig. 3). 

All these solid media give brownish surface 
colonies after a few weeks while pseudomycelia 
develop in the medium. In liquid media, such as 
peptone water, nutrient broth, Raulin’s medium, 
urine, a deposit is formed, the supernatant fluid 
remains clear and no surface growth appears. 

Morphology.—On solid media surface colonies 
are formed of yeastlike organisms while the deep 
ones are mycelial. In liquid media growth be- 
comes filamentous after a few days with typical 
formation of chlamydospores. When conditions 
are favourable (presence of fermentable and 
assimilable sugars, sufficient oxygenation) yeast- 
life forms dominate. Under unfavourable condi- 
tions, filamentation and chlamydospores ap- 
pear.® 3° 

Fermentability. — Our three strains ferment 
glucose and maltose with gas production and 
acidification; they acidify sucrose without gas 
production, but do not ferment lactose nor 
raffinose. 

All the above mentioned characters respond 
to those of C. albicans and our findings are in ac- 
cordance with previous works.®: 14 11, 16, 17, 18, 28, 30 


PATHOGENICITY 


The pathogenicity of C. albicans for rabbits 
has been extensively studied by Stovall e¢ al.?* 9 
We inoculated rabbits intravenously with sus- 
pensions of young cultures containing 10° organ- 
isms. The animal died a uremic death within 
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four to six days and we were fortunate enough 
to observe in one of our rabbits typical Cheyne- 
Stokes respirations. 

On post-mortem examination, the kidneys 
were considerably enlarged; the surface was 
white and granular with multiple cortical ab- 
cesses (Figs. 4a and 4b). The liver, heart and 
spleen showed very slight macroscopic changes. 


[we 


Fig. 4.—Kidneys of a rabble inoculated intraven- 


ously with a suspension of C. albicans. (a) Section 
showing thickened cortex. (b) Multiple miliary ab- 
cesses on surface of kidney. Fig. 5.—Kidney. Modified 
Gram stain with numerous budding cells and pseudo- 
mycelia. X 430. Fig. 6—Lung. Modified Gram stain 
showing a few budding cells. X 950. 

On microscopic examination of the bile and 
urine mycelial and budding forms were found 
in large numbers. These fluids cultured on Sab- 
ouraud’s glucose agar furnished colonies of 
veastlike organisms identical with those of C. 
albicans. 

The kidneys were invaded by an acute exuda- 
tive reaction with numerous budding cells and 
pseudomyeelia (Fig. 5). In the liver, dissemi- 
nated zones of fatty degeneration with a few 
budding forms of C. albicans were noticeable. In 
the lungs the lesions were not so constant but 
sometimes capillary thrombosis by fungi and 
exudative reactions were found (Fig. 6). 

According to some authors,”* *° the presence 
of budding forms and pseudomyeelia in the 
lesions furnishes proof of proliferation within 
body tissues and distinguishes C. albicans from 
all other Candida species. 


SUMMARY AND CONCLUSIONS 


1, As the term Monilia is now reservéd for 
fungi pathogenic for plants, while that of 
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Candida is applied to yeastlike organisms of 
medical importance, it is suggested that the 
term Moniliasis as referring to a human disease 
eaused by C. albicans be replaced by that of 
Candidosis. 

Three cases of bronchopulmonary Candi- 
dosis are reported which responded to iodide 
therapy. 

3. Morphology, cultural characteristics, bio- 
chemical characters and pathogenicity were 
studied and were found to be in accordance with 


The authors wish to express their sincere thanks to 
Miss E. Cayer, R.N., M.T.(A.S.C.P.), to Miss I. Latouche 
and to Mr. R. Turgeon for their unfailing assistance. 
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MARISONE IN THE TREATMENT OF 
ARTHRITIS 


Jacques Durivage, M.D. 


Institut du Rhumatisme, Hotel-Dieu Hospital, 
Montreal, Que. 


MARISONE* is a water-soluble steroid com- 

plex, extracted from the urine of pregnant 
mares. This substance is administered orally, 
each capsule containing 200 milligrams. Two lots 
of marisone, chemically unidentical, were in- 
vestigated. Marisone “A” is substantially free of 
cestrogens while marisone “B” yields some cestro- 
genic substances. 

Marisone was given to 29 patients, including 
22 eases of rheumatoid arthritis, 3 cases of 
rheumatoid spondylitis and gouty arthritis and 
1 ease of rheumatic fever (see Tables I and IT). 


MovE oF ADMINISTRATION 


Analgesic and sedative medication were dis- 
continued twenty-four hours prior to marisone 
administration. The patients received, usually, 
one capsule with each meal during the first day, 
two capsules t.idd. the second day and then 
three capsules t.idd. the third and following 
days, if they were well tolerated. In two 
instances, the dosage was increased to 3 gm. or 
15 capsules daily. 

Periods of administration varied from 3 days 
to 70 days and the total amount given varied 
from 3 to 96.6 gm. In those cases who showed 
some improvement, the usual dosage of 1.8 
gem. daily was gradually decreased in order to 
determine the minimum effective dose. Sedi- 
mentation rates and blood counts were done at 
weekly intervals. 


TABLE I. 
RHEUMATOID ARTHRITIS 


MARISONE ‘‘ A’? 


MARISONE ‘‘B’’ 





= — 














Improve- Intoler- 
Sex Age Stage Amount ment ance 
P 50 I 11.0 Iil + 
F. 51 pe 40.0 Iil 0 
F. 54 I 20.0 Il 0 
F. 37 Il 59.0 IV a 
F. 50 Iil 20.0 IV 0 
F. 62 III 14.0 IV = 
F. 3 Iil 60.0 IV + 
F. 43 III 24,2 Ag 0 
F. 5d Iil 87.0 IV + 
F. 43 IV 76.4 Ill +> 
F. 46 IV 28.8 II 0 
M. 55 I 31.8 Iv 0 
M. 66 IV 23.4 IV — 
M. 32 IV 40.0 IV 0 
































Improve- Intoler- 
Sex Age Stage Amount ment ance 
1g 19 I 20.0 IV 0 
FP. 60 III 40.0 IV 0 
PB’. 53 III 26.4 III 0 
F. 29 IV 75.6 ITI 0 
PF. 43 IV 29.4 IV 0 
F. 35 IV 96.6 Il 0 
M. 26 I 30.0 IV 0 
M. 37 I 40.0 IV 0 
TABLE IT. 
MARISONE ‘‘B’’ 
RHEUMATOID SPONDYLITIS 
Age Sex Amount Improvement Intolerance 
46 M. 15.6 IV 0 
29 M. 40.0 IV + 
42 M. 19.2 IV a 
Gouty ARTHRITIS 
48 M. 3.0 IV 0 
62 M. 19.8 IV 0 
48 M. 12.6 IV 0 
RHEUMATIC FEVER 
60 F, 12.0 IV 0 


* Marisone was generously supplied by Ayerst, Me- 
Kenna & Harrison, through the courtesy of Dr. J. B. 
Jewell. * 





Criteria for therapeutic response as well as 
the classification of the different stages of 
rheumatoid arthritis are based on the recom- 
mendations of the American Rheumatism Asso- 
ciation Committee for the Investigation of 
Therapeutic Criteria. 


RESULTS 


Marisone “B” was found to have no thera- 
peutic value in our eases of rheumatoid spondy- 
litis, gouty arthritis and rheumatie fever. 

The 22 rheumatoid arthritics treated with 
either marisone included 17 female and 5 male 
patients. According to the therapeutie criteria 
all male patients showed a grade-IV response 
and none of the 22 patients attained a grade-1 
improvement. Nine out of 17 female patients 
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improved under marisone therapy. In all in- 
stances of improvement following the use of 
marisone, the response occurred with a similar 
pattern: disappearance of pain and general dis- 
comfort within a week, reduction of swelling 
and tenderness with improvement of joint 
motions within two weeks and persistence of 
the stiffness. 

The minimum effective dose was found to be 
1.8 gm. daily or 3 capsules t.i.d. When this 
dosage was reduced, pain recurred rapidly. In 


two instances, 3 gm. daily was not found to be’ 


more effective than the usual dosage. 

A grade-III response was observed in six pa- 
tients. Signs of inflammation partially resolved, 
tenderness and pain disappeared allowing a 
better range of motions and use of the involved 
joints. These patients’ capacity became ade- 
quate for duties of self-care and occupation. 
Sedimentation rates and blood counts remained 
unchanged. 

Three patients showed a grade-II response. 
Improvement of the joint and general health 
status was significant. These patients could 
resume their former activities with little or no 
handicap. No exacerbations were reported dur- 
ing a two-to-twelve months’ follow-up period. 
Anemia and low-grade fever were corrected 
and the elevated sedimentation rate gradually 
slowed, but never to a normal level. In one pa- 
tient, the E.S.R. level rose when the medication 
was temporarily discontinued and slowed again 
when the medication was reinstituted. 

Marisone “B” was not well tolerated by 10 
out of 21 patients. They complained of nausea 
and anorexia, of nervousness and insomnia. 
Gastric disturbances were corrected by asking 
the patients to swallow some food with their 
capsules. Unexpected uterine bleeding occurred 
in 2 cases. Marisone “A” was well tolerated. 

Among the patients treated with marisone, 
one had extensive psoriasis and another one 
had to go through a surgical procedure: 
Psoriatic lesions and postoperative scar tissue 
formation were not influenced by marisone. 


COMMENTS 


Rheumatoid activity can be checked or 
diminished by either rest in bed, isolation from 
the major mental stresses originating from 
one’s own social ambiance, or by the occurrence 
of a natural remission. @strogenic substances 
are also well known to lessen the pains and 
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muscular aches occurring with arthritis of the 
rheumatoid type, developing at the menopause. 

All 9 patients who showed some improve- 
ment with the use of marisone were exposed 
to one or another of these pre-cited “items of 
therapy”. Among the 3 patients who had a 
grade-II improvement, 2 were at the meno- 
pausal stage and were treated with marisone 
“B”,. The third patient received marisone “A” 
and had a normal menstrual eyele. All three 
were in-patients, at complete rest. 

If a medication yields the potency of either 
masking or abolishing the rheumatoid activity, 
it will be found effective in male and in female 
patients, in ambulatory as well as bed-ridden 
patients, in chronically ill or aeutely ill pa- 
tients. 

Marisone was effective in 3 in-patients who 
had a chronic, active rheumatoid arthritis. As 
we share the A.R.A. recommendations not to 
consider minor improvement or grade-III re- 
sponse as significant, we disregard the 6 other 
patients. 

Although the number of cases is small, the 
effectiveness of marisone seems doubtful. 


CONCLUSIONS 


Marisone is an oral preparation of a steroid 
complex. In a small group of patients studied, 
its action has been found, in our hands, to be 
nil in male rheumatoid arthrities, spondylities, 
gouty arthritics and in one rheumatic fever 
patient. Major improvement has been obtained 
in 3 female R.A. patients whose response war- 
rants further discussion. 


RESUME 


Le Marisone est un complexe stéroide soluble dans 
l’eau, et extrait de l’urine de juments enceintes. Elle est 
administrée par la bouche sous forme de capsules de 
200 milligrammes chacune; certaines de ces capsules 
contiennent en outre des substances cstrogénes et 
d’autres pas. La dose habituelle fut de trois capsules le 
premier jour, six le deuxiéme et neuf le troisiéme et les 
jours suivants, pendant une période de temps variant de 
3 a 70 jours. 

Chez les patients miles souffrant d’atyhrite rhuma- 
toide, de spondylite et d’arthrite goutteuse, le résultat 
fut & peu prés nul. Chez dix-sept femmes, neuf furent 
améliorées de facgon appréciable, et trois notamment qui 
souffraient d’arthrite rhumatoide et qui en étaient au 
stage de la ménopause. Un fait qui indique 1’action bien 
connue des substances cestrogénes dans les cas d’arthrite 
rhumatoide qui se développe au cours de la ménopause. 
C’est pourquoi il importe de faire des réserves, ainsi que 
le souligne 1’auteur, sur 1’action proprement spécifique du 
marisone. 
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CHYLOTHORAX 


V. D. Schaffner, M.D. and 
T. A. Kirkpatrick, M.D. 


Kentville, N.S. 


HYLOTHORAX, from any cause, is a rare 
condition. The most frequent is traumatic, 
either by direct wounding or the tearing of a 
duct, fixed by some disease, by unusual move- 
ments of the spine. 

With the ever increasing surgical invasion 
of structures adjacent to the thoracic duct, its 
injury may become frequent and commonplace. 
It, therefore, becomes justifiable to report 
single cases of a condition that in the past has 
resulted in at least a 50% mortality rate. 

In this paper no attempt will be made to 
review the literature. This has been amply 
done in a few recent articles, particularly those 
of Lampson and Baldridge et al.,1 Lampson,’ 
and Meade et al.* It should be mentioned, how- 
ever, that practically all articles on the subject, 
and certainly all textbooks, that we have been 
able to review, condemn any attempt at surgi- 
eal correction. The vast majority of authors 
state very definitely that not only is surgery 
useless, but actually harmful, some going so far 
as to state that it results in 100% mortality. 
This, in view of recent experience, of course, 
has proved to be incorrect. 

It should be mentioned in passing that there 
is no “normal” anatomy of the thoracic duct, 
there being marked variations in at least 50% 
of cases. The general anatomy of the duct, how- 
ever, is well understood, and its location and 
approach quite constant, particularly the lower 
end. 

The symptoms and signs are those of massive 
pleural effusion, producing all the mechanical 
effects of such a condition, coupled with rapid 
nutritional deterioration due to the loss of the 
large amount of nutriments, water, and salts, 
contained in the echylous fluid. The re-accumula- 
tion of fluid in the chest after aspiration is 
probably more rapid than it is from any other 
causes. 

The physical and chemical properties of 
chyle are characteristic. It has-a milky appear- 
ance and a creamy layer separates out slowly 
on standing. The fat globules are fine. As a 
rule it has no odour but occasionally has the 
odour of food recently eaten. The specific 
gravity generally exceeds 1.012. It resists 
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putrefaction, thus explaining the rarity of in- 
fection in such eases. The fat content is high 
being from 0.4 to 4.0% depending upon diet. 
The total protein generally exceeds 3 gm. per 
100 ¢.c. The salt content is approximately 0.8%. 

It, therefore, becomes apparent that a large 
proportion of essential food elements and salts 
are carried to the blood stream via the thoracic 
duct, and the loss of chyle consequent to 
rupture of the duct results in rapid and pro- 
found nutritional deficiency. 

Chyle is rich in lymphocytes and one of the 
signs of its loss is a decrease in the circulating 
lymphoeytes. For some unknown reason it is 
also associated with a fall or disappearance of 
eosinophiles in the blood. (This was not so in 
our case probably due to the particular type 
of rupture). 

The treatment usually described is mere pal- 
liation, consisting of frequent aspirations and 
the attempted replacement of essential food 
elements and salts in the hope that the rupture 
of the duct will spontaneously close. This, as 
mentioned before, seldom oceurs and death re- 
sults in a high proportion of eases. 

Since the chyle enters the blood stream 
directly, it appeared at first that the sugges- 
tion’ that aspirated chyle should be given intra- 
venously, was a good one. Infusion of aspirated 
chyle has been used without mishap by a num- 
ber of authors, but others have reported sudden 
death from its use. It is now not generally 
recommended. Other methods of treatment 
ranging from special diets to the various 
methods of lung compression have been sug- 
gested, none of which have improved the over- 
all picture. 

The most hopeful conservativé treatment is 
that suggested by Meade.* This consists of con- 
stant suction aspiration in the hope that the 
pleural space will become obliterated by adhe- 
sions and the rent in the duct become closed in 
the process. He has successfully applied this 
method of treatment. 

The most rational major surgical correction 
would appear to be that suggested by Baldridge 
and Lewis,' Hodge and Hunter,? Lampson,* and 
Meade et al.* Briefly, this consists of ligation of 
the duct below the site of rupture, usually just 
above the diaphragm. The cisterna chyli may 
be excised after ligating its collecting tubules. 
The approach is through the right chest regard- 
less of the side of the effusion. This, of course, 
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is by reason of the much easier approach to the 
lower end of the duct and cisterna from this 
side. 

Such surgical treatment has resulted in a 
marked decrease in the mortality from the con- 
dition and nullifies Cushing’s statement “It 
ean’t be done”. We herewith present a case so 
treated. 


F.R., aged 41 years, a white male was admitted 
September 1, 1950, with the complaints of breathlessness ; 
loss of strength; loss of weight; extreme fatigue. The 
patient stated he was well until July 1, 1950. The first 


symptom noted was that of fatigue. This progressed to’ 


the point that it was difficult for him to carry on his work 
as a printer, and he had to rest for an hour or so during 
the day. Associated with this fatigue there was a loss of 
appetite and weight. He still continued to work until 
the last week in August when he experienced shortness of 
breath. This appeared suddenly and was noticed for the 
first day or so only on exertion. It rapidly became worse 
and constant. He sought medical advice on August 31, 
and a bilateral pleural effusion was found. He was ad- 
mitted to hospital the next day. 

No history of trauma could be obtained. He is a 
voluntary fireman and it is quite possible that unusual 
back movements might have occurred during the course of 
his duties as such. The family and personal past history 
revealed nothing of importance. 

The physical examination will not be given in detail. 
There was evidence of loss of weight. Nutrition was poor 
and he was dehydrated. On admission he was markedly 
dyspneic. There was clinical evidence of fluid to the 
third interspace in both sides of the chest. This was 
confirmed by x-ray (Fig. 1). 
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An immediate aspiration of 1,000 ¢.c. of fluid from the 
left chest relieved his dyspnea and a rather remarkable 
thing was noted, namely that aspiration from the left 
side resulted in equal diminution of fluid from both 
sides of the chest. The removed fluid had the appear- 
ance of chyle. Repeated aspiration of large quantities, 
at frequent intervals, was done for a matter of three 
weeks. On all occasions both sides of the chest could be 
emptied by puncture on one side, indicating a rather 
large communication between the two sides of the chest. 

It was milky in appearance. Whether or not it 
separated out on standing is not recorded. It was sterile 
on culture and cultures for tubercle bacilli were later re- 
ported as negative after eight weeks’ incubation. The 
cells noted in the fluid were predominantly lymphocytes. 
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The specific gravity was 1.016. Total proteins 2.6 gm. %. 
Non-protein nitrogen 36 mgm. %. Total fat 1,020 mgm. 
%. Sudan iii staining for free fat in the sediment is re- 
ported as failing to show the presence of this substance. 

During this interval of three weeks various methods 
of improving nutrition and hydration were carried out 
without much success. It was apparent that he was fail- 
ing rapidly and that our methods of replacement were 
not keeping up with the fluid and food loss. He was 
therefore operated upon September 23, the report of 
which will be given below. Most of our laboratory find- 
ings were the same as those usually reported. One in 
particular was not, namely the eosinophilic count. 

The urine showed a high specific gravity of 1.030 with 
no albumin or sugar. Papanicolaou stains revealed no 
evidence of atypical cells suggestive of malignancy. A 
few white blood cells and an occasional hyaline cast were 
reported. The serological tests for syphilis were nega- 
tive. 

The red blood cell count was 4.9 m. with a hemo- 
globin of 114%. The differential count showed eosino- 
philes 16%, stabs 6%, segs. 66%, lymphocytes 10%, 
monocytes 2%. Repeated counts were done with little 
variation from the above. The low lymphocytic count is 
characteristic. The high eosinophilic count definitely is 
not. In this case it might possibly be explained on the 
basis of the associated disease found. 

Operative report.—Incision made between the 8th and 
9th ribs on the right side. The pleura was thin and not in- 
flamed and there was no parietal or visceral ‘‘peel’’. 
The lung was entirely free. The space contained a small 
amount of chyle which was aspirated. A solid tumour 
mass about the size of a small apple was found lying 
anterior and lateral to the bodies of the 12th D.V. and 
Ist L.V. extending behind and below the diaphragm. It 
was extrapleural. To allow of better exposure the 
pulmonary ligament was ligated and divided. The pleura 
around the mass: was incised and the tumour separated 
from adjacent structures and removed. It appeared quite 
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well encapsulated. A duct was found entering the lower 
pole of the tumour and this was ligated and divided as 
the last step in removing the tumour. This duct lay just 
to the right and below the aorta and in the anatomical 
position of the thoracic duct at this level. After its 
ligation it was observed to rhythmically distend under 
pressure but a leak of chyle from below the point of 
ligation was obvious. The diaphragm was _ therefore 
transversely incised and the duct and cisterna dissected 
down over the Ist L.V. A silk ligature was then placed 
low down in a position to ligate the collecting tubules 
into the cisterna. This was reinforced by a second silk 
ligature. Following this no further flow of chyle was 
observed and the area remained dry. The space was 
packed with oxycel in the hope of creating some fibrosis 
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around the low ligated cisterna. The diaphragm was re- 
paired with silk. The long splanchnic nerve was not seen 
or found and was probably sectioned and partially re- 
moved with the tumour mass. Temporary suction drains 
were placed and the wound closed in layers. The lung 
was completely re-expanded and kept so by constant low 


pressure suction. No fluid came through the tubes and 
there was no further accumulation in the chest. The 
suction tubes were removed in five days. 

Recovery was uneventful and he was discharged from 
hospital eleven days following operation in a markedly 
improved nutritional state and both chests clear ( Fig. 2). 

Pathological report.—The gross specimen consists of 
a partially sectioned, encapsulated, greyish brown tissue 
measuring 6 x 4.cm. On section the cut surface has a 
homogeneous, smooth, whitish tissue with a tendency to 
lobulation. Scattered throughout the tissue there are a 
few yellowish areas suggestive of degeneration. 

Microscopic description—This is a fibro-cellular 
tumour. The periphery can be seen to be invading adipose 
tissue and there is no true capsule. Throughout it there 
are large irregular areas of necrosis. The tumour con- 
sists essentially of a fine network of fine collagenous 
fibrils entangled in which are cells, the majority of which 
appear to be of lymphoid origin. In addition to the 
lymphocyte-like cells there are also fairly numerous 
larger cells. Those have abundant cytoplasm, some of 
which is finely vacuolated. The nuclei tend to be 
vesicular and the chromatin is finely divided with oc- 
easional larger nucleoli. The larger cells correspond 
much more to histiocytes than to reticulum cells. There is 
no eosinophil infiltration. The condition is considered to 
be merely a variant of Hodgkin’s disease in that cells 
of lymphal reticular origin are associated with an almost 
pericellular fine fibrosis. 

Pathological diagnosis—Hodgkin’s disease. 

Subsequent course.—Considering the nature of the 
tumour mass, this patient was, some weeks later, referred 
for a course of deep x-ray therapy. This was completed. 
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He was recently seen. There has been no recurrence of 
fluid and examination of the chest shows no abnormality. 
His nutritional state can still be classified as poor but 
improving. He still tires quite easily but is working a 
full day. 


SUMMARY 


1. Chylothorax is a rare disease from any 
cause. 

2. In the past, attempts at surgical correction 
have been universally condemned. 

3. Until recently 50% of patients died regard- 
less of the type of management applied. 

4. Patients die from the mechanical effects of 
massive effusion coupled with marked and 
rapid malnutrition and dehydration due to 
fluid, food and salt loss in the chyle. 

5. Constant suction drainage as a trial is a 
reasonable procedure. 

6. Radical surgical correction consists of low 
ligation of the duet with or without excision of 
the cisterna. 

7. Approach is made through the right chest. 
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SUPRA-AORTIC GSOPHAGECTOMY 


B. Winter, M.D., F.R.C.S.(Edin.), F.A.C.S. and 
S. Spencer, M.D. 


Ont. 


BEFORE the development of techniques which 

permitted utilization of stomach or small 
bowel for re-establishing the continuity of the 
gastro-intestinal tract after cesophagectomy, 
the available operations for carcinoma of the 
cesophagus left much to be desired. Within 
recent years, however, the trans-thoracic cso- 
phagectomy has become a satisfactory and rela- 
tively standardized procedure. Starting with 
resections of the lower third of the cesophagus, 
there followed the development of techniques 
for dealing with the middle third of the 
cesophagus, supra-aortie resections, and most 
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recently resections of the cervical csophagus 
with pharyngo-gastrie anastomosis in the neck. 

The following is a ease report of a supra- 
aortic csophagectomy with the anastomosis 
performed in the chest at the level of the first 
rib: 





Mrs. M.G., aged 54, about two months before ad- 
mission, noticed a peculiar sensation of something mov- 
ing or twisting beneath the sternum from the level of 
the middle of the sternum to the suprasternal notch. 
Shortly afterwards, difficulty was experienced in swallow- 
ing solid food such as meat and bread, but not with 
semi-solid food or liquids. Pain on swallowing then ap- 
peared. This pain was quite mild and was not relieved by 
milk or soda. Occasional eructations of foul-smelling gas 
developed. There was'an increased fatigue and weakness, 
but no loss of weight. Iron tonics given by her practi- 
tioner relieved the fatigue. The csophageal symptoms 
persisted. The patient then had several choking attacks 
during the night which were alarming and resulted in 
further consultation with immediate investigation. 

The patient was well-nourished. Physical examination 
was negative. A barium swallow revealed a large irregu- 
lar filling defect in the esophagus which the radiologist 
diagnosed as a carcinoma of the wsophagus (Fig. 1). 
(Esophagoscopy visualized a large greyish mass project- 
ing into the lumen of the esophagus at 20 em. from the 
gum margin. This mass appeared to move rather freely 
with respiration, as though on a pedicle. It was firm but 
friable. A biopsy was taken. There was slight bleeding 
from the biopsy site. The biopsy was reported as a 
moderately well differentiated epidermoid carcinoma of 
the esophagus, and the patient was then prepared for 
surgery. 

Operation notes (Mt. Sinai Hospital)—Under con- 
trolled respiration anesthesia, a left postero-lateral in- 
cision was made and the thorax opened through the bed 
of the sixth rib. The costal margin was not incised. The 
lung was retracted and the inferior pulmonary ligament 
was divided. The tumour in the esophagus was then 
palpated. It was about three inches in length. The upper 
limit extended under the aortic arch. The esophagus 
containing the lower portion of the tumour was freed 
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Fig. 2 


Fig. 1 


and the mass was considered to be resectable. The 
esophagus was freed down to the diaphragm. The 
phrenic nerve was crushed and the diaphragm opened 
from the costal margin to the esophageal opening. The 
abdomen was explored for metastases. There was no 
evidence of metastases in the liver, the paracardiac 
glands, or the left gastric glands. 

The stomach was then mobilized down to the pylorus, 
leaving intact the vessels forming the anastomotic arch 
along the greater curvature, the right gastric vessels and 
the right gastroepiploic vessels. The spleen was not re- 
moved. The stomach was divided at the cardio-esophageal 
junction and this opening was closed with two layers of 
chromic catgut. The fundus of the stomach now could 
reach the apex of the chest without tension. More ade- 
quate exposure of the upper part of the thorax was ob- 
tained by resecting the posterior portion of the fifth rib 
and the fifth intercostal bundle. The pleura over the 
upper border of the aortic arch was then incised. The 
upper two intercostal: arteries and the superior inter- 
costal vein were ligated and divided. The aortic arch 
was mobilized and retracted laterally. The tumour- 
bearing area of the esophagus behind the aortic arch 
was mobilized by a combination of dissection above and 
below the aortic arch. After cutting the vagus nerves, the 
esophagus including the tumour was delivered above the 
aortic arch. 

The fundus of. the stomach was then approximated 
to the wsophagus above the growth, and an anastomosis 
performed just below the subclavian artery. The intra- 
thoracic portion of the stomach was anchored to the 
paravertebral gutter with interrupted sutures. The 
diaphragm was loosely closed about the stomach and 
attached to it, to prevent herniation into the chest. The 
chest was closed in layers. Closed intercostal drainage 
through a lower interspace was used. Postoperative 
bronchoscopy was performed and the patient was then 
returned to the ward. 

The operation was interrupted about every twenty 
minutes to allow the anesthetist to inflate the lung 
fully. This lengthened the operating time considerably, 
but insured adequate oxygenation and was responsible 
to a large degree for keeping the patient in good condi- 
tion throughout a lengthy, difficult procedure. The use 
of intravenous pronestyl was also valuable in controlling 
irregular cardiac action which developed periodically. 
The patient received five pints of blood during the 
operation. 

Postoperatively, the Levin tube which was left in the 
esophagus just above the anastomosis was connected to 
continuous suction. Oxygen was given for two days con- 
tinuously and for two days intermittently. The patient 
was allowed up out of bed on the fifth day. Sips of 
water were taken on the fourth day and a full soft diet 
by the twelfth day. A barium swallow was administered 
on the thirteenth day and the patient left the hospital on 
the fourteenth day. 

Barium swallow revealed free flow into the esophagus 
down to its point of junction with the highest point of 
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Fig. 3 


the fundus of the stomach. There was no constriction 
at the point of junction between the m@sophagus and 
stomach (Fig. 2). A five hour film of the thorax and 
upper abdomen showed about 35% residue within the 
abdominal portion of the stomach, and only a slight 
smearing of barium in the fundus or thoracic portion. 

Pathological report (Mt. Sinai Hospital).—The por- 
tion of esophagus submitted is 10.5 em. in length and 7 
em. in greatest circumference. Adherent to the specimen 
are a number of lymph nodes. The largest of these is 2.2 
em. in length and 1 em. in greatest diameter. In all of 
these lymph nodes the cut surface is finely granular and 
light red in colour. In one of them there is a bit of firm 
white tissue. Upon incising the specimen, a large tumour 
mass can be seen which is firmly adherent to one wall of 
the specimen (Fig. 3). The tumour mass is ovoid; 7.8 
em. in length; 3.3 em. in greatest diameter. The tumour 
mass is growing into the lumen of the esophagus. Its 
greatest thickness is about 2.5 em. The lumen of the 
esophagus is thus markedly reduced in size. The mucosal 
surface of the specimen is ragged, friable, and greyish- 
pink in colour. All the measurements given have been 
made after formalin fixation. 

Microscopic description.—The section taken from the 
tumour mass is made up of considerable numbers of 
squamous-like epithelial cells. These cells are growing 
in haphazard fashion. The centres of the cell masses 
contain definite epithelial pearls. The individual cells 
vary markedly in their morphology and show much loss 
of polarity. Mitotic figures are occasionally seen. The 
more superficial portions of the block show some necrosis. 

A lymph node from the paracardiac area and the 
ones adherent to the specimen all show histologically the 
same picture. They are made up of masses of lymphoid 
tissue with well-defined lymphoid germinal centres. In 
some regions an increased amount of fibrous connective 
tissue can be seen with an infiltration of lymphocytes 
and plasma cells. Repeated sections fail to show the 
presence of any tumour cells. 

Final diagnosis—(1) Epidermoid carcinoma of the 
esophagus, moderately well differentiated. (2) Chronic 
lymphadenitis. 
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The surgical treatment of carcinoma of the 
csophagus is ideally directed at complete re- 
moval of all malignant tissue, an ideal which 
may be realized in a certain percentage of 
cases, but obviously is doomed to fail in a large 
group, due partly to the position of the growth 
among the vital structures in the mediastinum 
and partly to the difficulty of making an early 
diagnosis. In the group of cases where cure is 
unlikely, surgery can be expected to permit the 
all-important ability to swallow, either by a 
palliative resection if this is technically possible 





or by a short-cireuiting operation if it is not. 
The permanently intrathoracic stomach does not 
cause any notable discomfort once the post- 
operative cardiac and respiratory adjustments 
are made. 

The patient reported in this paper has no 
symptoms which are troublesome and is carry- 
ing on perfectly well at home. The pathological 
report is hopeful in that it suggests that the 
lesion has been completely removed. 


206 Bloor St. W. 





PARADOXICAL BEHAVIOUR OF THE 
ERYTHROCYTE SEDIMENTATION RATE 
IN CORTISONE THERAPY 


Arthur W. Bagnall, B.A., M.D., 
M.R.C.P.(Lond.), F.R.C.P.[C.] 


Vancouver, B.C. 


NORMALLY, the best index of complete re- 

covery from a given disease in response 
to therapy is the complete disappearance of the 
signs and symptoms of the disorder. 

In certain diseases, - however, particularly 
acute rheumatic fever, the signs and symptoms 
may disappear long before the blood findings 
return to normal. In the last 20 years therefore, 
it has become the custom to manage patients 
with acute rheumatism according to the be- 
haviour of the erythrocyte sedimentation rate 
(ESR). That is, the trend is “to treat the ESR”, 
once the other findings have subsided. Despite 
this, it is well recognized that so long as 
salicylates are administered, normal values for 
the ESR cannot be depended upon to persist 
after the drug is discontinued. In the salicylate 
therapy of rheumatic fever, therefore, the 
principle has been established that the obscur- 
ing effect of a given form of therapy must be 
known in order properly to manage a patient 
suffering from acute rheumatic fever. 

The purpose of this paper is to warn against 
too great a belief in the reliability of the ESR 
in patients receiving cortisone therapy. From 
the data to be presented, it would appear that 
when cortisone is given orally, the fall in ESR 
not infrequently outstrips the clinical response 
and may even lull the physician into a false 
state of security. ‘ 





By contrast, when cortisone is administered 
intramuscularly, the clinical improvement may 
occur long before the fall in ESR. Indeed, a 
substantial rise in ESR may occur, or the fall 
in ESR may be so long delayed as to suggest 
that cortisone is of no benefit—if the clinical 
evidence of improvement be overlooked.* 

While these facts did not become evident till 
very recently, their importance is well-illus- 
trated by two young patients with early acute 
rheumatic carditis treated almost a year ago 
with cortisone. At the time, the oral route of 
administration was not being used and they 
received cortisone for four weeks by injection. 
Despite complete and satisfactory subsidence 
of clinical signs and symptoms, cortisone was 
judged a failure because the ESR was much 
higher at the end of a month of treatment than 
it had been at the start. However, in both cases 
the ESR did fall to normal within two weeks 
after intramuscular cortisone was stopped. In 
retrospect, one is forced to consider that corti- 
sone had arrested the rheumatic fever activity 
and that the rise in ESR was probably due to 
other factors connected with use of the intra- 
muscular route of administration. In one ease, 
this conception is probably substantiated by 
prompt fall to normal of the ESR with oral 
cortisone therapy of a subsequent exacerbation. 

Although mistaken conclusions were origin- 
ally drawn, it was remembrance of the para- 
doxical dissociation of behaviour of the ESR 
and of the clinical response to cortisone in these 


*This paradoxical failure of the ESR to fall with 
parenteral cortisone, almost parallel with dramatic clini- 
cal improvement, was not observed however in those pa- 
tients showing an initial high level of the ESR of 75 
mm./hour (Westergren) or above. 
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two patients with acute rheumatic carditis that 
eventually led to the present study. 


Methods.—The data herein presented were obtained 
during the administration of 59 courses of cortisone* to 
50 private patients. 43 of these patients had active rheu- 
matoid arthritis. 5 had degenerative arthritis of the hip, 
and 2 had reflex sympathetic dystrophy with a ‘‘frozen’’ 
shoulder and a swollen hand. Patients with rheumatic 
fever are excluded in the present series because of the 
inherent difficulty of objective assessment of response to 
cortisone therapy. 

All patients were personally examined by the author, 
at least as often as the E.S.R. was measured. In almost 
all instances, the behaviour of the disease process in these 


patients was well known to the author for months or 
years prior to cortisone therapy as a result of repeated 


personal, clinical and hematological examinations. 

The ESR was estimated twice weekly by the standard 
Westergren technique. The majority of patients were 
treated in the office although in the early part of the 
series those receiving intramuscular cortisone were neces- 
sarily admitted to hospital because only there was corti- 
sone available. (Some emphasis is placed on the fact 
that the majority of readings of the ESR were done in 
the office because the’ blood was rapidly oxylated and 
set up in the sedimentation tubes within 60 seconds of 
withdrawal from the veins. It is felt by the author that 
this technique eliminates a rather frequent error en- 
countered in hospital laboratories which results from the 
necessity of re-mixing the blood after a considerable 
period of standing. Often times, this re-mixing is not 
religiously carried out and errors result). In this series, 
any unexpected result was checked the following day so 
that the prevailing trend could be accurately established. 

When unexpected elevation of the ESR was found to 
be occurring not infrequently with intramuscular 
cortisone therapy, one’s first thought was that it was 
due to a local reaction, possibly because the material had 
been deposited in fat rather than in muscle. However, 
although increase in the length of the needle served to 
reduce greatly the local induration and pain, it did not 
eliminate unprecedented rises in the ESR in subsequent 
cases. Injection abscesses were encountered in two cases 
(due to penicillin-insensitive staphylococci) but these are 
not included in the present group. Cases were also ex- 
eluded in which the history or findings suggested that an 
intercurrent infection, for example in the upper respira- 
‘tory tract, might explain the rise in ESR. A mild epi- 
demic of influenza did occur locally but not until the 
latter half of the period under review and at this time 
most of the patients were receiving cortisone orally. 

When the oral route of cortisone therapy was em- 
ployed, most patients received tablets of cortisone. No 
difference in behaviour, however, was noted in those 
receiving the liquid suspension by mouth. 

Dosage.—100 mgm. was the standard daily dosage— 
given by one injection parenterally or in four 25 mgm. 
doses by mouth. This dosage was only departed from 
after a definite trend had been established and only then 
after taking everything into account. 


RESULTS 

A summary of the behaviour of the ESR in 
relation to the clinical improvement in those 
patients receiving cortisone orally and intra- 
muscularly is tabulated in Table I. 

DISCUSSION 

In only about one-third of the patients re- 
ceiving cortisone either orally or intramuscularly 

* Whereas the cost of cortisone was usually defrayed 
by the recipient, ten patients would not have been able 
to receive therapy except for the kindness 6f Drs. 


Augustus Gibson and J. H. Laurie, who arranged with 
Merck & Co. to provide the material used. 
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TABLE I. 


Oral I.M. 


Marked clinical improvement, despite this, 
ESR higher . i okwas 

Marked clinical improvement, ESR slower 
to fall or unchanged ..... 

Marked clinical improvement, fall in ESR 
much ‘‘too soon’’ 

Marked clinical improvement, with parallel 
fall in ESR 

Considerable clinical improvement, no rise 
in (normal) ESR 

No clinical improvement, no rise in 
(normal) ESR . 

Definite deterioration clinically, with 
parallel rise in ESR ..... 

Marked deterioration clinically, with 
parallel rise in ESR 

Marked deterioration clinically, with 
no rise in ESR ... 0 


'4 


28 31 


did the fall in ESR parallel the improvement in 
the subjective and objective clinical condition. 
With intramuscular cortisone, a, marked tend- 
ency was noted for clinical improvement to 
precede, sometimes by several weeks, the im- 
provement in the ESR. On the other hand, with 
the oral route of administration, the ESR was 
inclined to fall precipitously, some time in ad- 
vance of noteworthy clinical benefit. However, 
in most instances, clinical improvement occurred 
slightly more rapidly with the oral than with 
the intramuscular route of administration. 

Actually, in these patients, since objective 
findings were present to indicate the degree of 
actual inflammatory activity, the ESR was of 
little or no significance. If one had been dealing 
with patients in whom objective evidence of 
inflammatory activity had subsided, however, the 
paradoxical behaviour of the ESR with the two 
methods of administration of cortisone would 
have been most puzzling. Therefore, whereas 
there is much interest at the present time in the 
investigation of the efficacy of cortisone and 
ACTH in patients with acute rheumatic fever, 
this paradoxical behaviour would seem to be of 
great importance. 

In four patients receiving cortisone by injec- 
tion there was persistent aggravation of both 
the rheumatoid arthritis and the ESR elevation. 
This was relatively mild in three but severe in 
the fourth case. Subsequently, there was a very 
satisfactory response to an identical course of 
cortisone given orally, particularly in the patient 
showing the worst aggravation on parenteral 
cortisone. This variation in response could not 
be attributed to an intereurrent infection and 
both the degree of clinical inflammatory activity 
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and the ESR had been unchanged during long 
observation prior to cortisone. 

In no ease did oral cortisone appear to cause 
clinical aggravation of rheumatoid or other 
arthritis during the first weeks of: administra- 
tion. In one patient, however, after an early 
satisfactory response, there was an aggravation 
of rheumatoid activity clinically far worse than 
it had ever been before cortisone was started 
despite continued use of cortisone in the maxi- 
mum dosage tolerated. Paradoxically, the ESR 
remained at the normal level to which it had 
fallen earlier until a few days after oral corti- 
sone was stopped. It then rose, with further 
clinical worsening of the arthritis, to 80 
mm./hour—thrice as high as it had been when 
cortisone was started. Of great interest was the 
almost complete clinical and hematological re- 
mission achieved two weeks later by parenteral 
cortisone, 100 mgm. daily for 10 days. This re- 
mission lasted four weeks and a favourable 
response was again obtained with a similar 
“booster” course. 

No satisfactory explanation can be given as 
to why the use of cortisone intramuscularly not 
infrequently results in a paradoxical rise in 
ESR despite substantial clinical benefit. It may 
be the same factor that is responsible, in rare 
eases, for substantial clinical and hematological 
aggravation of the rheumatoid arthritis. There 
is no doubt that deposition of cortisone acetate 
in the tissues of some persons results in painful 
local reactions, sometimes with hygroscopic 
swelling lasting for days—but these reactions 
were observed in patients showing no paradoxi- 
eal behaviour of the ESR and were not observed 
in others with marked “abnormality” of the 
ESR. Also, in some patients, it was possible to 
avoid clinical “local reactions” by earefully de- 
positing the cortisone in muscle with a long 
needle although the ESR continued to show 
paradoxical behaviour. No rise in body tempera- 
ture, lymphadenitis, or other physical finding 
was observed in connection with this phe- 
nomenon. 

On the other hand, while no good explana- 
tion is available for the rise of ESR with paren- 
teral cortisone in some patients, there is at least 
some reason why the use of cortisone orally 
should have the observed effects on the ESR. 
In rheumatie diseases, there is close correlation 
of the ESR with the blood fibrinogen level and 
fibrinogen is manufactured in the liver, prob- 
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ably by its reticuloendothelial cells. Ingested 
cortisone would be expected to reach the liver 
in far greater concentration than when given 
by intramuscular injection. Its suppressive 
effect on fibrinogen formation in the liver 
would therefore be enhanced by the oral route 
of administration yet the amount of cortisone 
reaching the joints, or other “target organs”, 
might be no different. This would account, at 
least partially, for paradoxically low levels of 
the ESR when cortisone is given by mouth. 

To account for the “late” aggravation seen 
in the one case receiving cortisone orally, one 
might consider an alteration of the bacterial 
flora of the bowel—in a manner similar to the 
effects observed with prolonged administration 
of aureomycin. Unfortunately, there has yet 
been no opportunity of fully investigating this 
possibility. 


CONCLUSIONS 


1. When the parenteral method of admin- 
istration of cortisone is employed, there is a 
tendeney for the ESR to lag behind clinical 
improvement. When the oral method of admin- 
istration is used, however, there is a tendency 
for the ESR to fall prior to the time when 
maximal clinical improvement is observable. 

2. Despite this, in at least one-third of the 
patients receiving cortisone by either route, 
there is a parallel fall in the ESR correspond- 
ing to the rate and degree of clinical improve- 
ment. 

3. In some patients with a normal ESR prior 
to cortisone therapy, there is no rise in the 
ESR, even though the parenteral method of 
administration be employed. 

4. With either method of administration, one 
occasionally encounters patients who respond 
adversely to cortisone. This rare adverse re- 
sponse appeared to start early with parenteral 
cortisone and be accompanied by a parallel rise 
in the ESR. With oral cortisone, in the one 
instance observed, it occurred late—after an 
early very satisfactory remission and the ESR 
remained normal until cortisone was stopped. 


5. An unfavourable response to parenteral 
cortisone does not necessarily mean that oral 
cortisone will likewise cause aggravation. The 
reverse is also true. 
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SURGICAL PROCEDURES AND 
NEUROTIC ILLNESS 


M. Straker, M.D. 
Montreal, Que. 


NE feature of psychiatric practice is the high 

frequency with which patients relate the 
onset of neurotic ill health to some surgical pro- 
cedure. It can be said at once that patients tend 
to relate their nervousness to some actual or 
supposed traumatic event of the past, also that 
their zeal to make the illness reaction under- 
standable leads them to correlations and conclu- 
sions which are not always accurate. Yet, in 
many instances, the cause and effect relationship 
does appear to be valid. Confirmation comes from 
detailed history taking of the preoperative and 
postoperative reactions, and from the unfolding 
analysis. Rechecking confirms the reporting of 
identical details of the surgical procedure, often 
retained with surprising clarity after many 
years; also the history of the development of 
the patient’s post-surgical reaction makes it clear 
that pathological amounts of anxiety, or other 
affect disturbance occurred in relationship to the 
operation. 

Notable also, is the high frequeney of opera- 
tions carried out in attempts either to alleviate 
symptoms or effect a cure before psychiatric 
advice is sought. In retrospect, the operation 
seems often to have been carried out on doubtful 
grounds, and in a high proportion of cases the 
patient’s insistent demands for surgical inter- 
vention was the decisive factor. Every psycho- 
therapist hears the fervent wish that the neurosis 
be exchanged for a broken leg, a diseased gall 
bladder, ete., which could be dealt with by 
operation. In part, this represents the desire to 
have a quick and magical cure; in part, the 
search for organic disease represents one type 
of denial of emotional conflicts, and resistance 
to a psychotherapeutie approach. This type of 
resistance reflects prevailing social attitudes 
about psychiatric treatment. It is respectable to 
have an appendectomy, but the need for psychi- 
atric intervention is still regarded socially as 
a sign of character weakness or impending 
insanity. 

Mention must be made also of instances in 
which an operative procedure produces dramatic 
clearing of either a neurotic or psychotie pro- 
cess. It is a recurring observation that even 
severely psychotic mental hospital patients may 
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have their first lucid period in years immediately 
following an acute illness or operation. I have 
observed this reaction in many patients, amongst 
whom was a deteriorated disturbed catatonic 
girl hospitalized for eleven years. She had 
swallowed a bed spring which perforated the 
bowel, and she was operated upon. On the first 
postoperative day, she tore open the abdominal 
wound and pulled the gut out on to the bed- 
sheets. On the second day, she became mentally 
clear and talked and behaved rationally for the 
first time since the onset of her psychosis. As 
her convalescence progressed however, she 
gradually slipped back into her preoperative 
state. 

Such startling improvements, however tempo- 
rary, probably had some influence in formulating 
the focal infection theory of mental illness 
causation of some years ago. In private or gen- 
eral hospital practice, one occasionally is 
echagrined to have the same experience. A pa- 
tient undergoing psychotherapy may develop a 
physical illness or have an operation, and during 
the surgical recovery also apparently recovers 
from the neurotic illness. The factors which can 
determine such an improvement will be referred 
to later in the paper. 

The relationship of surgical procedures to 
neurotic illness brings up many complex factors 
for consideration. The problem will be con- 
sidered under two main headings, but there is 
considerable overlapping: (a) the nature of the 
operation and the operative procedure itself; 
(b) the psychic state of the patient. 


THE OPERATION ITSELF 


The nature of the operation per se is signifi- 
cant in relation to the amount of the anxiety felt 
by the patient. However skilled the surgeon, 
every surgical procedure inherently involves the 
threat of danger, of pain and suffering, and the 
risk of death. It is obvious that greater anxiety 
normally attaches to an abdominal operation 
than to the removal of a sebaceous cyst. Anxiety 
concerns also the operative result, whether re- 
covery of the disease is to be expected, and what 
the persisting defect, disability or disfigurement 
will be. This does not appear to receive sufficient 
consideration by the surgeon, as so many post- 
surgical patients report that they were not told 
what they would feel, why the decision to oper- 
ate was made, what the ultimate result was to 
be; in short, the complaints indicate that the 
preoperative preparation of the patient was in- 
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adequate, and that the anticipatory period was 
full of doubts and fears which the surgeon did 
no allay. 

It would seem an advisable procedure to pre- 
pare a patient psychologically for an operation 
with the same care and detail that one sees in 
the preparation of the operative area itself. 
Kennedy! states: 


‘*Mind and body are interdependent, and when any 
serious surgical procedure is contemplated the patient’s 
attitude to his disability must always be considered, 
and its probable effect on the result. All patients have 
the right to a simple explanation of their case in terms 
which will cause a minimum of speculation and un- 
certainty.’’ 


He notes also that a certain number of pa- 
tients who come for surgical advice do so in the 
hope that the exploration of their complaints 
will lead to a ventilation of other troubles about 
which they are hesitant to speak. 


‘¢A proportion of those who present themselves with 
small varicoceles, for instance, are in reality seeking 
advice and reassurance about their sexual function.’’ 


Levy? emphasizes that repeated explanation of 
the operation and general procedures is very 
important in helping the child to a greater 
mastery of anxiety, and recommends this as one 
measure to reduce the psychic trauma of an 
operation. Deutsch,’ in an excellent paper, says: 


‘*Observation shows that the factor of greatest 
importance for the successful conquest of operation 
anxiety and its results is the amount of preoperative 
preparation; that is, whether the operation was per- 
formed as an emergency without the patient having 
a chance to prepare himself, or whether the more 
propitious situation held and the patient had an op- 
portunity for a longer or shorter time of inner 
preparation. In the first case, we have to expect a 
psychic shock reaction in the patient and its influence 
on the postoperative situation. The conditions de- 
veloped in such a shock reaction are very closely 
related to the so-called traumatic neuroses, which are 
called forth by serious accidents, unexpected attacks 
and other situations of sudden and unheralded inva- 
sions of danger. Symptoms are those of general irrita- 
bility, sleeplessness, anxiety dreams and nightmares, 
attacks of anxiety with cardiac and respiratory dis- 
tress, with vaso-motor and secretory disturbances, 
ete.’’ 


It can be said then, that the more prepared 
the patient for the operation the less likely is it 
that an anxiety reaction will follow. 

A decisive factor in the mobilization of anxi- 
ety is the organ involved. As already referred 
to, the patient is expected to feel more anxious 
about a serious operation than about a bit of 
minor surgery. However, even here one may see 
a paradoxical reaction. Certain neurotic patients 
can face serious surgery without either overt or 
subjective anxiety. This is often the case in those 
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who have sought a surgical cure for the neurosis 
before finally coming to the psychiatrist. There 
is cheerful submission to the operation, it is even 
foreed on the reluctant surgeon at times. Many 
such instances exist in my own practice. 


A 38 year old male with anxiety hysteria and per- 
sistent severe tension headaches described how he 
urged a well qualified otolaryngologist to carry out sinus 
punctures for drainage, and then a submucous resec- 
tion, in spite of the surgeon’s warnings that this would 
rot rid him of the headaches. His reaction to the 
operations was one of calm cheerful expectancy, and 
for several days afterwards he was actually relieved 
of all his symptoms, but the return of neurotic anxiety 
accompanied his convalescence. 


A 32 year old male, married 8 years, yet continu- 
ously impotent and having multiple fears and phobias 
revolving around death and castration, described the 
complete absence of anxiety and cheerful agreement 
to an appendectomy which was suggested because of 
vague intra-abdominal discomfort. 


Every psychiatrist is familiar with such eases. 
The explanation for such observations can often 
be uncovered by revealing the unconscious moti- 
vations of the patient. Another example of this 
type is the cheerful sacrifice to one operation 
after another and the giving up of one organ 
after another by the polysurgical addict (Weiss 
and English ;* Karl Menninger*). 

In addition to both the conscious and uncon- 
scious motivations and considerations, the un- 
conscious meanings of the organ involved are 
significant in the postoperative reaction. It can 
be stated, that the more sexualized the organ in 
the internal economy of the personality, the 
more anxiety will be evoked by its removal or 
by a surgical attack upon it. More anxiety is apt 
to result from a hysterectomy, a mastectomy, a 
cystoscopy or a circumcision than from a setting 
of a fracture or the removal of a pilonidal cyst. 
The anxiety reaction here is directly connected 
with the unconscious castration anxieties within 
the patient. The source of these castration anxi- 
eties lies in the punishment phantasies of child- 
hood which are mainly related to the dipal 
conflicts. Within the economy of the individual 
patient, by substitution and displacement, and 
by the fixation of large amounts of psychic 
energy upon the diseased organ, castration anxi- 
ety may be released by the surgical attack on 
the organ or its removal. Fenichel® states: 


‘‘There are quite a number of postoperative trau- 
matic neuroses, where, for instance, the patient had 
not been mentally prepared, and the operation was 
then regarded as a castration. This actually occurs 
more frequently after genito-urinary operations than 
after operations involving other parts of the body. 
The degree in which trauma is experienced as a loss 
of protection of fate or as a castration is dependent, 
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of course, upon the pretraumatic history of the pa- 
tient. The intensity of the unconscious readiness to 
develop anxieties, and the ways in which persons have 
learned to deal with anxieties, are decisive.’’ 


Another aspect of the anxiety in connection 
with the surgical procedure is the fear of death. 
This relates to the surgery itself, and is high- 
lighted in the anesthesia-produced narcosis. For 
many persons the unconscious state is synony- 
mous with death and the operation then mobilizes 
the latent fears of death, which, in its origins, 
was first a fear of separation from the mother, 
or the sense of isolation in being abandoned by 
her or her substitute. Many hysterical states 
revolve around this central fear of death, set 
into motion by an anesthetic, a fainting spell 
or some loss of consciousness. In such patients 
sleep sometimes becomes impossible because 
sleep, too, becomes equated with death, and the 
patient struggles to remain wakeful. To what 
extent this kind of fear is mobilized would then 
be determined by the preoperative preparation, 
the organ involved and the actual severity of the 
surgical threat, the narcosis and method of in- 
duction, the psychic equilibrium of the person 
and also the transference relationship to the 
surgeon. 

A third aspect of operation fears relates to 
the fact that, in women particularly, the opera- 
tion sometimes unconsciously represents a birth 
process. This has its origin in the child’s belief, 
which is commonly held at certain stages of 
psyeho-sexual growth, that babies are born by 
opening up the stomach. Thus an operation may 
mobilize all the fears and anxieties associated 
with childbirth, more particularly if this be an 
abdominal operation or one connected with the 
pelvie organs. 

It is obvious how easily anxieties can be multi- 
plied by the management of the operation itself. 
Curtness or roughness in the handling of the 
patient occurs more often than it should. I 
recently witnessed the tonsillectomy of a 6 year 
old child. At first he lay quietly in bed in the 
corridor. The anesthetist, in white cap, gown 
and mask, then came out for the child. The boy 
naturally showed some apprehension and whim- 
pered “I want my Mummy”. At this point he 
could still easily have been reassured. The anes- 
thetist was apparently not in the mood to allay 
the child’s fears, instead he seized him roughly, 
pinning the arms and legs, and growled “Shut 
up now, I don’t want any trouble from you”, 
and carried him bodily and roughly into the 
operating theatre. The child’s apprehension was 


SURGERY IN NEUROTIC DISEASE 


Canad. M. A. J. 
Aug. 1951, vol. 65 


quickly sueceeded by blind panic, and his 
screams, sobbing, and life and death struggles, 
were only muffled by the mask pushed over his 
face. 

It is difficult to give a graphic picture of the 
incident. Only by being a witness can one 
understand how the tonsillectomy becomes for 
the child a violent, murderous or mutilating 
attack by strange men dressed in white. It is 
not surprising that after such procedures chil- 
dren develop nightmares, anxiety attacks, fears 
and phobic reactions and do not like to see the 
family doctor. This type of brusque, forceful 
handling converts the operation, psychologi- 
cally, into a bloody assault. This meaning is 
clear from the observation of the dreams, 
phantasies, and play of the child after such an 
operative experience. 

Levy? reported his findings in a group of 124 
children referred for behaviour problems which 
developed after an operative procedure. The 
main operations were tonsillectomies. A signifi- 
cant finding in his careful paper was the high 
incidence of such reactions when the operation 
occurred under the age of 3. His interpretation 
of this observation was the limited compre- 
hension of the child at that age as to what was 
to take place, and the limited mastery of 
anxiety possible at that stage of growth. He 
pointed also to the traumatic significance of 
the separation from mother in a situation of 
danger. The commonest postoperative com- 
plaints in his series were fears of the dark and 
of strangers, night terrors, increased depend- 
ency and negativistic reactions. He advised, as 
prophylaxis, that, (1) the operation be delayed 
till after age 3 if possible, (2) a repeated 
explanation of the operation and procedure be 
given the child, (3) the presence of the mother 
was advised as long as possible preoperatively 
and that she be present on his waking after 
the operation, and (4) sedation should be given 
preoperatively and the anesthetic given out- 
side the operating room to spare the child the 
sight of masks, gowns, instruments, the fright- 
ening and the unfamiliar. He compares post- 
operative anxiety to the combat neurosis and 
states that the greater the comprehension of 
what is to take place, the greater the knowl- 
edge and hence the mastery of the activity to 
be expected, the greater is the sense of security 
and the less likely that anxiety will develop. 
His conclusions have had some effect on pedi- 
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atric thinking; at least present day pediatri- 
cians seem much more reluctant to advise 
elective surgical procedures at an early age 
than used to be the ease. 


THE PsycHic STATE OF THE PATIENT 


Some of the factors regarding the psychic 
state of the patient have already been discussed. 
Of importance is the neurotic equilibrium prior 
to operation, with special reference to the 
readiness to develop anxiety. The age of the 
patient in this readiness has been referred to by 
Levy, who related the high incidence of emo- 
tional disturbance in children operated on 
under the age of 3, to limited comprehension 
of the procedure, limited mastery and the 
traumatic meaning of a forced separation from 
the mother. On the other hand, operations 
carried out at other age periods, perhaps when 
specific conflicts in ego development are taking 
place, can lead also to unexpected reactions to 
surgery. For example, if the operation occurs 
whilst the child is struggling with infantile 
masturbation, it may be interpreted as a 
punishment or as an attempted castration. If 
the operation occurs in the child who is laden 
with guilt because of death wishes against some 
person near him, the operation may represent 
a death threat in retribution. 

Later in life, operative procedures tend also 
to be woven into the pattern of important emo- 
tional experiences of the period, and take on 
a special significance on that account. It is well 
known that neurotic individuals live in a state 
of uneasy apprehension and with a sense of 
impending catastrophe. For such patients, the 
operation may crystallize the neurotic reaction 
and unconscious or latent castration anxieties, 
death and separation fears then become evident 
in symptom formation. A male patient of 34 
years with peptic ulcer and obsessive compul- 
sive neurosis reports his reaction to’an ap- 
pendectomy at age 12. He confides that the 
operation was really produced by himself, also 
that he had a very peculiar reaction following 
it. For some weeks he walked about on tiptoe 
with an odd mincing gait. His reaction at the 
time was not understood, though it was recog- 
nized that he was nervous and a rest was 
advised. In retrospect he recognized that his 
behaviour was essentially like that of a girl. 
He described it by saying “He was just like a 
pansy’. It is obvious that the operation at the 
pubertal period produced the effects of castra- 





tion, psychologically. It is also interesting to 
note that in this patient there was thereafter a 
complete repression of adolescent masturbation. 
Such reactions justify that the surgeon be eare- 
ful to inelude a personality assessment along 
with the presenting complaints. 

The secondary gain from operations must 
also be given some consideration. The avoidance 
of real life conflicts, receiving love, sympathy 
and attention, and being able to assume a de- 
pendent passive réle without excessive guilt 
sometimes appear as important motives for pa- 
tients who have operations or seek them out. 
Menninger® describes a variety of unconscious 
motives for seeking operations. The operation 
may serve as a substitute castration, which 
brings temporary relief from neurotic anxiety. 
The operation may be desired to seek out punish- 
ment, the pain and sacrifice of an organ being 
offered in expiation to reduce guilt for forbidden 
sexual or aggressive wishes. Here the operation 
may also have the meaning of partial self- 
destruction, allied in motivation to suicide, but 
incomplete in intention. Surgery may be desired 
also to fulfill the ungratified wish for a child. 
The polysurgical addict develops from the acting 
out of these unconscious motivations, either 
singly or in combination. There is a high in- 
eidence of operation on doubtful diagnostic 
grounds, carried out in neurotie patients at 
periods of heightened emotional conflict in their 
lives. 

From my own office files, there were obtained 
the histories of 38 patients, in whom operative 
procedures precipitated psychotic or neurotic 
reactions. It must be mentioned also, that a great 
many more patients have been seen at the gen- 
eral hospital level, in a consulting capacity, who 
give the same history, but in whom the case 
records are not available for closer review at 
this time. 

The office patients included 6 children, in all 
of whom a tonsillectomy had been the traumatic 
surgical procedure. The main complaints were 
anxiety, nightmares, poor sleep, startle reactions, 
fear of the dark and phobias. Five of the chil- 
dren had been under age 31% at the time of the 
operation. Typical comments are reproduced: 
“terrified of doctors, of instruments, still thinks 
of the anesthetic and of being carried away into 
space”; “Wasn't told about it, and resented this 
very much, full of anger, fears of doctors”. 

The remaining 32 patients in the study in- 
eluded 23 females and 9 males. The reaction 
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type had no relationship to the type of surgery, 
though anxiety hysteria was the most common 
diagnosis. It was clear that the operative pro- 
cedure acted in each ease as a specific trauma, 
however the kind of ego disorganization which 
followed the operation was determined by the 
structure of the individual personality. A 


striking feature was the high incidence of 
operations in sexually significant areas. 


TABLE I. 
23 FEMALES 








No. of 
Operation site patients 
Hysterectomy 
Abortion (criminal) 
Mastectomy 
Dental 
Hemorrhoidectomy 
Cystoscopy 
Cholecystectomy 


TABLE II. 
9 MALES 








No. o e 
Operation site patients 


Appendectomy 
Hemorrhoidectomy 
Cystoscopy 

Dental 


It is noted that 17 of the 23 women had sur- 
gery involving either uterus, breast, rectum or 
urethra. In the males, the series is very small. 
It is a strong clinical impression, as yet un- 
confirmed by statistical data, that in men, 
surgery near the genital area, e.g., append- 
ectomy, herniotomy, is anxiety laden for the 
patient. The individual histories cannot be re- 


produced in detail. A few brief examples are. 


given. 
CaSE 1 

Female of 47—diagnosis anxiety hysteria, main com- 
plaints were headaches, weakness, insomnia, anxiety 
attacks, phobic reactions to crowds and excitement. She 
had 3 surgical procedures—first a hysterectomy—after 
which the anxiety reaction began. 2 years later a cysto- 
scopy was carried out, following which a constant globus 
appeared. 2 years before coming for psychotherapy, a 


mastectomy was carried out—the full clinical picture 
then became evident. 


CASE 2 


Female of 44—diagnosis anxiety hysteria; main com- 
plaints were dizziness, fatigue, insomnia, anxiety attacks, 
phobic reactions to crowds and excitement, unable to be 
alone. Illness began immediately after a dental extrac- 
tion under nitrous oxide anesthesia. She felt she ‘‘had 
lost control, as though she was dying’’. The anesthetic 
revived associations with a tonsillectomy at age 4 which 
had been followed by an anxiety reaction. 


CASE 3 . 


Male of 44—diagnosis anxiety hysteria; main com- 
plaints were dizziness, weakness, anxiety attacks, phobic 
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reactions to excitement and anger, impotence. The pre- 
cipitating procedure was a cystoscopy which activated 
latent castration anxieties, 


In each of the cases reviewed, the preopera- 
tive neurotic equilibrium had already existed. 
In some patients the surgery had been carried 
out on doubtful grounds, e.g., only one of the 
male patients who had appendectomies had an 
acute condition. I have no doubt that an ap- 
praisal of the patient as well as the complaints 
would have been valuable in all these cases. 

Certain special factors must be mentioned in 
connection with plastic operations. The patient 
here seeks out the operation in almost all cases, 
usually in an effort to repair a visible defect or 
to improve the appearance cosmetically. It is 
obvious that in such eases the patient’s feelings 
are involved and have special significance to 
social and sexual adjustments. Small defects 
can be magnified and appear as the critical 
element in a constellation of inferiority feel- 
ings, and repair of the defect may then relieve 
or remove these feelings and help towards a 
better social adjustment. It is certainly true 
that a good appearance or beauty is socially 
valuable and ealls forth warm approval and 
environmental acceptance, in contrast to re- 
jection, ridicule and revulsion as the environ- 
mental reaction to disfigurement. 

Couch’ has emphasized the latter part of the 
problem, and concludes that the public must be 
educated to dissociate the person as an indi- 
vidual from the disfigurement, and to regard 
the soldier’s sears as a “badge of honour”. 
Barsky* warns that what constitutes a disfigure- 
ment rests in large measure with the patient’s 
reaction to the real or fancied disfigurement ; 
he further recommends a personality study as 
being of utmost importance in a plastic pro- 
cedure. He differentiates two types of patients ; 
the severely neurotic, in whom plastic opera- 
tions should be approached with extreme 
caution, and the mildly neurotic, with anxiety 
reactive to the defect, in whom a good response 
can be expected. 

Linn and Goldman® have reported their find- 
ings in 58 patients who had rhinoplasty pro- 
cedures. They state that, with few exceptions, 
the patients who presented themselves for 
rhinoplasty were ill from a psychiatric point 
of view, with illness varying from minor 
neurotic disturbances to overt schizophrenic 
psychoses. It was pointed out that certain pre- 
senting symptoms recur in rhinoplasty patients. 
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As a result of excessive self-consciousness re- 
lating to the nose, these patients become 
restricted in their body movements, in their 
dress, in the flow of their attention, in their 
ability to relate warmly to other human beings, 
and in their capacity to concentrate on their 
work. In the immediate reaction to rhinoplasty 
this syndrome is reversed, and a period of 
marked psychiatric improvement occurs, then 
followed by a period of stabilization in which 
fundamental changes of a beneficial nature may 
occur. They state that “contrary to general 
opinion, rhinoplasty is not a hazardous pro- 
cedure from the psychiatric standpoint. The 
danger of precipitating a psychosis where none 
existed before is minimal.” 

Rhinoplasty is regarded by these authors as 
an adjuvant to psychotherapy, and as a facili- 
tating procedure, but many patients also will 
require deep and prolonged psychotherapy to 
achieve maximal happiness and effectiveness. 
The special importance of the nose in the 
structure of the body image is discussed as 
follows 


‘«The nose is the most conspicuous organ in the body. 
It is never covered by clothes. There is no way to hide 
it except by hiding the entire face. The patient who 
develops an obsession relating to the nose is particularly 
plagued, because of the conspicuousness of this organ. 
Secondly, there are certain social factors which give the 
nose particular importance. Where antisemitism and 
xenophobia are widespread, specific nasal configurations 
add to feelings of loneliness and rejection in certain 
susceptible individuals. Alterations of their features in 
the direction of greater conformity to the social average 
help overcome the sense of ‘not belonging’. The nose is 
an organ with secondary sexual characteristics—with a 
period of increased nasal growth at puberty. In patients 
in whom there already exists a distortion in the body 
image based on difficulties in sexual identification, a 
deformity in the nose, which appears at puberty, can be 
a critically disturbing force, complicating the already 
difficult sexual problems of this period. The sexual mean- 
ing of rhinoplasty is also revealed by the apparent wish 
of the female patient to be more feminine, and the male 
more masculine. Female patients in whom a satisfactory 
cosmetic result was obtained manifested changes in the 
direction of increased femininity, changes involving the 
hair, speech and general development. In some cases, 
however, the rhinoplasty expresses the unconscious desire 
to change the sex. From a psychiatric point of view, 
these are the sickest patients and the results are least 
satisfactory in this group.’’ 


My personal experience with rhinoplasty pa- 
tients is limited but I have seen a number of 
frankly psychotie schizophrenics who have in- 
sisted on plastic procedures for the relief of 
psychotic tensions. A youth of 19, schizophrenic 
with intense masturbation conflicts, insisted on 
the removal of the “bone” from his nose, since 
it was too prominent, too bothersome and the 
physiological erectile tissue engorgement dis- 





turbed him greatly, creating panics. He hoped 
to have a soft flaccid nose (penis) as the final 
result. Another schizophrenic boy insisted on’ 
a rhinoplasty because the nose was too large 
and sensitive to smells (feces). There are 
definite psychiatric contradictions to operation 
in such patients, but there is nothing in my 
personal psychiatric experience to invalidate 
the beneficial results of rhinoplasty in the more 
average patient. The warning, repeated above, 
that most rhinoplasty patients are also psychi- 
atrically ill is, however, worth remembering as 
the combined efforts of the plastic surgeon and 
the psychiatrist may be the ideal therapy to be 
aimed at in selected patients. 


SUMMARY 


Surgical procedures may be attended by the 
release of pathological amounts of anxiety, and 
can determine the onset of a neurotic illness. 
Paradoxical effects, where neurotic patients 
are temporarily aided by operations, are also 
discussed and the mechanisms described. 

The factors most important to the formation 
of anxiety depend on the nature of the opera- 
tion procedure, and the psychie state of the 
patient. The body area involved, the organ 
surgically dealt with, the type of anesthesia, 
the surgeon’s management of the ease, the 
transference relationship, the conscious and un- 
conscious motivations and meanings of the sur- 
gery, and the readiness to experience anxiety 
are discussed with reference to the formation 
of neurotic anxiety. Brief illustrative case ma- 
terial is presented. 

Psychological preparation in the preopera- 
tive period is strongly urged as a measure to 
reduce anxiety, also that a personality assess- 
ment be included in those patients with a 
previous surgical history, or where the surgical 
indications are not clear cut. 

Special psychological implications of plastic 
procedures are also briefly considered. 
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SCHARFE: 


ANAESTHESIA FOR PERORAL 
ENDOSCOPY* 


Ernest E. Scharfe, M.D. 
Montreal, Que. 


T is of interest to note that pioneers in the 

field of endoscopy did not advocate the use of 
general anesthesia for these procedures. 
Jackson! in a publication 15 to 20 years ago 
made the following statements: 


1. ‘‘General anesthesia is never used in our clinic for 


endoscopic procedures ’’. 

2. ‘‘Children in our clinic receive neither local nor 
general anesthesia, nor sedative for laryngoscopic opera- 
tions or esophagoscopy.’’ 

3. ‘*With adults no anesthesia, general or local, is 
given for esophagoscopy.’’ 


He does, however, modify the last statement 
by saying, 

‘Tt is perhaps safer for the beginner in his early 
cases of esophagoscopy to have the patient relaxed by 
an ether anesthesia, provided the patient is not dyspneic 
to begin with, or made so by faulty position or by pres- 
sure of the wsophagoscope tube mouth on the tracheo- 
esophageal party wall’’. 

Few of us do a sufficient number of cases to 
acquire the speed and ability of Dr. Chevalier 
Jackson and so our choice of anzsthesia may 
of necessity be different from his. Due to the 
improved training of anesthesiologists and the 
introduction of new anesthetic agents, many 
endoscopists now make more frequent use of 
general anesthesia. 

On the basis of risk involved, it is difficult 
to decide whether general or local anesthesia 
should be used. Alarming and sometimes fatal 
reactions may follow the use of local anesthetic 
agents. Pentothal and curare have many ad- 
vantages over the older forms of general anes- 
thetics but are not without danger and should 
only be administered by a well trained anes- 
thesiologist who is familiar with these drugs. 


PREMEDICATION 


Regardless of which type of anesthetic is 
employed the choice and method of admin- 
istration of premedication is of paramount 
importance. If a general anesthetic is to be 
used, the anesthesiologist should accept this 
responsibility. Local anesthetics are, in most 


* Presented as part of a symposium on ‘‘Local vs. 
General Anesthesia’’ at the Eighty-first annual meeting 
of the Canadian Medical Association, June 22, 1950, 
Halifax, N.S. ' 

From the Department of Otolaryngology, Montreal 
General Hospital. 
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centres, still administered by the surgeon and 
therefore the decision as to the type and 
quantity of drugs to use prior to this type of 
anesthesia rests with him. My remarks on the 
subject of premedication will be confined to a 
few general principles. The purpose of pre- 
medication is to (1) allay apprehension and 
put the patient into a state of mental equa- 
nimity, (2) to protect the patient from the 
potential toxicity of the anesthetic agent to be 
used, and (3) to diminish salivary and bron- 
chial secretions. 

Morphine is undoubtedly unsurpassed for the 
relief of apprehension. Dilaudid, pantopon, 
demerol, etc., do not appear to possess any ad- 
vantages as far as the relief of apprehension is 
concerned but should be used in eases supposedly 
sensitive to morphine. Administered hypodermi- 
cally these compounds should be given at least 
60 minutes prior to operation and dosage should 
be based on patient’s age, size, occupation, and 
general condition. The very young and the very 
old do not tolerate morphine well. There are 
two important contraindications to the use of 
morphine prior to endoscopy, namely, (1) the 
presence of considerable bronchial secretion, as 
in postoperative atelectasis; and (2) laryngeal 
obstruction. In the first ease the cough reflex is 
of primary importance—nothing should be given 
to diminish it. In the second case cerebral 
changes due to inadequate oxygenation may al- 
ready be present and administration of morphine 
or other respiratory depressant may aggravate 
this condition. We recently saw an adult with 
laryngeal obstruction become unconscious follow- 
ing a dose of morphine gr. 1/6. 

Barbiturates are given preoperatively to 
counteract the toxicity of certain local anes- 
thetic agents, especially cocaine and pontocaine. 
We should not, however, allow this to give us a 
false sense of security. To quote Seevers :? 


‘In reality we are living in a fool’s paradise since 
the quantity of barbiturates ordinarily administered for 
this purpose is entirely inadequate to prevent anything 
but the most minor manifestations of toxicity from 
these agents.’’ 


I mention this only to stress the fact that as 
a precautionary measure, the proper drugs in 
the proper quantity should always be quickly 
available to counteract the effect of local anes- 
thetic agents. Drugs, syringes, and other neces- 
sary equipment should always be at hand in 
the operating room in which endoscopy is being 
performed. é 
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Atropine and scopolamine diminish salivary 
and bronchial secretions. According to Rochberg® 
these drugs also directly stimulate metabolism 
and therefore counteract the depression of the 
respiratory centre produced by the sedative 
drugs. 


LocaL ANASTHETIC AGENTS 


Time does not permit a full discussion of the 
numerous anesthetic agents in common use at 
present. In our hospital we have used cocaine 
in strengths of 4 to 10%, nupereaine 2%, and 
pontocaine 1 or 2%. We discontinued the use of 
cocaine some years ago because we believed with 
others at that time that nupereaine and ponto- 
caine were less toxic. We found nupercaine 
rather slow-acting and so for the past 4 or 5 
years have been using pontocaine. There has 
always been considerable discussion as to the 
relative toxicity of these drugs and, according 
to the more recently published reports*° ponto- 
caine is more toxic and more irritating than 
cocaine. It is, however, cheaper than cocaine and 
is not on the narcotic list. For these reasons it 
has the approval of hospital administrators. 
With the hope of delaying absorption and thus 
minimizing the danger of toxic reactions it has 
been our practice to combine adrenalin with all 
topical anesthetic agents. This practice also ap- 
pears to prolong the anesthetic action. Cocaine 
has vasoconstrictive properties itself and so 
adrenalin is probably not as necessary with it 
as with pontocaine. 

According to recent advertisements 8 ¢.¢c. or 
less of 0.25% pontoecaine hydrochloride will 
satisfactorily anzsthetize the mouth, pharynx, 
larynx, trachea, and bronchi. This is based on a 
series of cases done by Carabelli.6 Most endo- 
scopists are still using much larger quantities 
than mentioned above and sometimes even use 
these drugs without accurate measurement. In 
view of recent publications stressing the toxicity 
of these agents, the quantity should be carefully 
measured and only enough used to ensure good 
work. 

At present in our endoscopic clinic we pre- 
pare for each case, 4 ¢.c. of pontocaine 1% to 
which is added 1 ¢.e. adrenalin (1-1,000). This 
is for the average healthy adult. The quantity 
of both pontocaine and adrenalin should be 
diminished in the young and also in older pa- 
tients. Less adrenalin should be used in hyper- 
tensives. In asthmatics we prefer to use cocaine 
and adrenalin instead of pontocaine and adren- 
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alin because of the possibility of aggravating the 
asthmatic state by pontocaine. 


In the instruction of members of our resident staff 
we find that the following details of technique are help- 
ful. Pharynx and hypopharynx should first be sprayed 
using a fine atomizer. This should be done in an orderly 
manner as follows: right anterior pillar, soft palate, left 
anterior pillar, and finally the posterior pharyngeal wall. 
The tongue is then held out and the atomizer tip bent 
so that spray may be directed downward. With the tip 
in this position the right pyriform sinus, larynx, and 
left pyriform sinus are then sprayed. Only one burst 
(compression of bulb) should be used for each of the 
above areas. This means seven bursts in all and approxi- 
mately 1 ¢.c. of solution will be used. There should then 
be a delay of fiva minutes and if the throat is still ir- 
ritable, the spraying may be repeated. While pharynx 
and larynx are being sprayed, the patient is instructed 
to breathe deeply, not to swallow, and to spit out any 
excess solution. 

There is considerable variability in the quantity of 
solution delivered by different atomizers. A graduated 
atomizer is the best type to employ as the quantity used 
can be seen at a glance. Reactions are probably more 
frequently due to absorption from pharynx and stomach 
than absorption from the tracheobronchial tree. 

The next step is to anesthetize the larynx and for 
this we use a laryngeal mirror, a luer-lok syringe, and a 
laryngeal cannula. While the patient phonates, approxi- 
mately % c.c. is dropped directly on the vocal cords. 
This will cause some laryngeal spasm and when this has 
subsided 1 ¢.c. is injected into the trachea. For laryngo- 
scopy it is not necessary to put any more anesthetic 
into the trachea. When bronchoscopy is to be performed, 
the first injection (1 ¢.c.) into the trachea should be 
made with the patient postured to the right. When the 
cough has subsided, 1 ¢.c. is then injected with the pa- 
tient postured to the left. This will usually anzsthetize 
both main bronchi. Approximately 4% cc. of the 
anesthetic mixture has now been used. I make a practice, 
at this stage, of applying a little more to the larynx 
with absorbent cotton on a laryngeal applicator. This 
ensures that all areas are well anesthetized and is also 
a good test to determine if patient is ready for the 
procedure. 


I am not prepared to state that the above 
quantities are the minimum that may be used. 
I believe that some cases may be done with less, 
while others may require more. The points I 
wish to stress, however, are: (1) use as little 
anesthetic agent as possible; (2) measure the 
quantity carefully, and (3) have the necessary 
drugs and equipment at hand to treat reactions 
if they oceur. 


Toxic REACTIONS 


Hollinger and Cassels’ divide toxie reactions 
into two types: (1) those characterized by cireu- 
latory collapse and (2) those characterized by 
nervous stimulation. These types may occur in- 
dependently or together. The second type may 
be a forerunner of the first. 

Signs and symptoms.—In the cireulatory type 
of reaction the first symptom is usually faintness 
or dizziness. This is followed by nausea, vomit- 
ing, pallor, fall in blood pressure and unconsci- 
ousness. Death in these cases may occur very 
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quickly regardless of anything that is done in an 
attempt to prevent it. In the nervous type of 
reaction there is frequently an initial stage of 
cerebral stimulation. The patient may become 
euphoric and loquacious. Inco-ordination may be 
present and this is not infrequently followed by 
twitching, convulsions, and unconsciousness. 
Any combination of the above symptoms may 
occur. It is very important to recognize the 
milder prodromal symptoms such as euphoria 
and slight ineo-ordination as treatment insti- 


tuted at this time may prevent more severe’ 


reactions. 
The following prophylactic measures are 
important : 


1. Question patient carefully as to previous reactions 
to drugs or local anesthetic agents. A history of allergy 
of any type is also important. The fact that a patient 
has had a topical anesthetic without any untoward re- 
action does not necessarily mean that he has not since 
become sensitive to it. The possibility of repeated use 
sensitizing the patient should always be considered. 

2. Sensitivity tests should be tried if there is any 
question of sensitivity but these are apparently not 
entirely reliable. : 

3. Have all containers properly labelled and all topical 
anesthetic agents coloured. 

4, Anesthetic agent should be carefully measured and 
only used by a qualified physician who is trained or has 
had proper instruction in its use. 

5. Use barbiturates preoperatively but do not expect 
too much from them. 

6. At the risk of being criticized I will add—use 
adrenalin in combination with topical anesthetic agents. 
I realize that this is a controversial point but in the cases 
on which we have used it in the proper quantity, reactions 
have been very few. We hesitate, therefore, to break up 
what appears to be a winning combination. 

7. Caution the patient not to swallow while topical 
anesthetic agents are being applied. 

8. The use of antihistamines, especially in patients 
with allergic manifestations, is worthy of consideration. 

The following drugs and equipment should always be 
at hand in the operating room. (1) Syringes and needles. 
(2) Soluble barbiturates such as gardenal for intra- 
muscular use, nembutal and pentothal for intravenous 
use. (3) Adrenalin and ephedrine or neo-synephrine for 
intramuscular or intravenous use. (4) Oxygen with mask 
and bag. (5) Endotracheal tubes and airways. (6) 
Laryngoscope. 


Treatment.—The first manifestation of a re- 
action, even if very slight, is an indication to 
stop the administration of the anesthetic agent. 
In the circulatory type of reaction the patient 
should be placed in a horizontal or slight 
Trendelenburg position. If respirations stop 
use artificial respiration and give oxygen. This 
may be advantageously given by using endo- 
tracheal tube and intermittent positive pressure 
on the breathing bag. In this type of reaction 
adrenalin, ephedrine, or neo-synephrine should 
be given intramuscularly or intravenously de- 
pending upon the severity of the reaction and 
provided there is no fibrillation. In the nervous 
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type of reaction, which fortunately appears to 
be more common than the circulatory type, the 
treatment depends on the severity. If the pa- 
tient is showing evidence of only a very mild 
reaction one of the barbiturates such as 
gardenal or luminal sodium may be given 
intramuscularly. Pentothal or nembutal should 
be ready and should be given intravenously if 
there are muscular twitchings or real con- 
vulsions. The dose of pentothal most usually 
recommended is 3 to 5 ¢.c. of a 214% solution. 
Sufficient should be given, however, to control 
the convulsions. Oxygen therapy should be 
started and as soon as convulsions are under 
control is best given through an endotracheal 
tube. This is a wise precaution in case laryngo- 
spasm is present or might develop. Adrenalin 
and ephedrine are only administered in the 
presence of circulatory collapse. Continued low 
blood pressure and weak pulse are indications 
for intravenous fluids. 

In the five year period in which pontocaine 
has been used in our hospital one death, one 
severe reaction, and two mild reactions have 
come to my attention. The fatality occurred 
following a bronchogram on an asthmatic. 
Pontocaine 2% was used but no adrenalin was 
added. It was not definitely decided that death 
was due to pontocaine poisoning but no other 
cause was found. The severe reaction occurred 
in a case of bronchial carcinoma. Pontocaine 
2% plus adrenalin was used. After the anes- 
thetic was administered and before broncho- 
scopy was started patient complained of weak- 
ness, precordial pain and headache. He became 
quite pale and developed auricular fibrillation, 
which persisted until he was given digitoxin 
intravenously. An electrocardiogram which was 
done the following day, was normal and 
bronchoscopy was done later under cocaine 
anesthesia without any untoward incident. 
The quantity of pontocaine and adrenalin used 
on this patient was not definitely known and 
since then we have paid more attention to our 
technique. The quantity of adrenalin was 
definitely larger than we are using at present 
and this may have been a causative factor in 
the auricular fibrillation. The two cases with 
mild reaction recovered quickly following 
intramuscular injection of gardenal. 

Early recognition of impending reactions 
plus the proper equipment to combat them 
may save a patient’s life. 
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LocAL OR GENERAL ANASTHESIA 


Laryngoscopy.—In very young children this 
examination may be made without anesthesia. 
This applies especially to children who are suf- 
fering from acute chest conditions, acute 
laryngo-tracheobronchitis, or other laryngeal 
obstruction. If, however, there are none of the 
above contraindications to general anesthesia, 
I believe it is frequently easier on all con- 
cerned to give a refractory child a general 
anesthetic. I do not think this applies to chil- 
dren under one year of age, and I also believe 
that it is advisable to have an anesthesiologist 
who is trained to give anesthetics to children. 
Deep ether anesthesia is preferable to intra- 
venous anesthesia and is usually adequate. In 
older children who are having repeated exam- 
inations and treatment, as for multiple laryn- 
geal papillomata, a small amount of local 
anesthetic may be used. Young children with 
this condition, however, frequently require 
tracheotomy. In these cases, the procedure may 
be simplified by giving a general inhalation 
anesthetic through the tracheotomy tube. 

Laryngoscopy in adults may be performed 
under local or general anesthesia. I prefer 
local anesthesia in the following cases: (1) 
Biopsy from large tumours in which the vocal 
cord is not liable to be damaged, (2) patients 
who are having repeated examination and 
treatment, (3) cases in which there is definite 
laryngeal obstruction. General anesthesia is, 
I believe, preferable in some cases of laryngo- 
scopy for removal of benign tumours such as 
solitary papilloma, laryngeal polyp, ete. In 
these cases less damage will be done to the 
vocal cord if good relaxation is obtained by a 
general anesthetic. These operations are also 
frequently more satisfactorily performed using 
some form of suspension or retention laryngo- 
scopy which most patients do not tolerate well 
under local anesthesia. Finally, there are some 
refractory or nervous patients who insist on 
being “put to sleep”. If these patients have a 
short thick neck and prominent front teeth, I 
never try to dissuade them. 

Inhalation anesthesia may be used for 
laryngoscopy in adults, but -if the anesthesi- 
ologist is trained in the use of pentothal and 
curare this type of anesthetic has many ad- 
vantages. An important and necessary adjunct 
is to apply a local anesthetic first. This is ap- 
plied in the same manner as if the procedure 
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were to be done under local anesthesia. It has 
the advantage of at least partially abolishing 
laryngeal spasm and it also reduces the amount 
of pentothal required. 

Bronchoscopy.—This examination may be 
made in most cases under local anesthesia. 
Pembleton and Vinson® state: “Except under 
unusual conditions and for solution of espe- 
cially troublesome problems, we have found 
that bronchoscopic examination should be 
made in small children without anesthesia and 
in adults with local anesthesia”. 

It is important to have the cough reflex 
present and active in many bronchoscopic 
examinations. This applies not only to remov- 
ing secretion in postoperative atelectasis but it 
is also important in obtaining secretion for 
culture and tumour cell search. Regulation of 
the cough reflex is not possible under inhala- 
tion or intravenous anesthesia. However, some 
patients refuse to have the examination under 
local. This is usually because they have 
listened to a much exaggerated account given 
by one of their friends. In these cases intra- 
venous pentothal and curare combined with 
local anesthesia is probably more satisfactory 
than an inhalation anesthetic in adults. If an 
inhalation anesthetic agent is used it should 
be remembered that those with inflammatory 
and explosive properties are not entirely with- 
out danger in bronchoscopy. In view of the 
very few cases reported, however, this danger 
is apparently not very great. 

General anesthesia is worthy of serious 
consideration in the removal of bronchial 
foreign bodies in children. As many anesthesi- 
ologists prefer not to use pentothal and curare 
in young children, some form of inhalation 
anesthesia is preferable in these cases. 

Recently in certain cases we have been sup- 
plementing local anesthesia with inhalation of 
trilene through the bronchoscope. This has been 
done with restless patients especially if the pro- 
cedure is longer than was anticipated. The pur- 
pose is to induce a mild analgesia rather than 
anesthesia. It is too soon to report results but 
it shows promise of being a useful adjunct. 

(sophagoscopy.—Although bronchoscopy is, 
in most cases, done under local anesthesia, 
cesophagoscopy is in our clinic usually done 
under general anesthesia. Introduction of the 
cesophagoscope results in some pressure on the 
larynx and trachea. This, especially in children, 
causes respiratory distress. It is best, therefore, 
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to give a general inhalation anesthetic through 
an endotracheal tube which ensures a con- 
stantly patent airway. Intravenous pentothal 
combined with curare may be used in adults. 
It is a necessary precaution, however, to apply 
a local anesthetic to the larynx and insert an 
endotracheal tube before passing the esophago- 
scope. If this is not done, laryngeal spasm will 
frequently oceur and the procedure will be 
delayed. I personally prefer an inhalation 


anesthesia rather than an intravenous one for, 


cesophagoscopy. 

The relaxation of the csophagus obtained 
under general anesthesia makes removal of 
foreign bodies and even diagnostic csophago- 
scopy a much easier and, I believe, a safer 
procedure. Cases, however, which require fre- 
quent examination and treatment may be done 
safely under local. This applies to strictures of 
the esophagus and possibly some eases of cardio- 
spasm. The first examination, however, is in my 
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PENIC ILLIN is responsible for a dual trend 

in the overall picture of syphilis today. On 
one hand, the apparent ease of administration, 
efficacy and freedom from serious reactions 
and short duration of treatment, have resulted 
in what appears to be a marked decrease in the 
incidence of early syphilis; whilst on the other 
hand, the simplification and relative innocuous- 
ness of treatment have lulled the profession 
into a sense of victory, smugness and lack of 
interest, which is apparently becoming mani- 
fest in both teaching and ease finding. 

In British Columbia, the decrease in inci- 
dence of early syphilis has been striking, as 
illustrated in Fig. 1. It is felt that many factors 
are responsible, including a post-war return to 
the influence of home environment, as well as 
penicillin. 
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opinion best done under general anesthesia. 


SUMMARY 


1. Newer anesthetic drugs and improved 
training of anezsthesiologists have widened the 
scope of general anesthesia in endoscopy. 

2. Local anesthetic agents are toxic drugs and 
can give serious and even fatal reactions. They 
should always be carefully measured and applied 
and the necessary drugs and equipment to com- 
bat reactions should always be ready for instant 
use. 
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Fig. 
early syphilis in British Columbia from 1947 to 1951. 


1.—Graphie presentation of the incidence of 


In our endeavour to decrease the reservoir of 
early syphilis, we are employing multiple 
methods of attack, including education, supply- 
ing of free penicillin to private physicians for 
the treatment of venereal disease, as well as 
various epidemiological procedures in regard 
to ease finding, case holding and contact trac- 
ing. In the past year, we have decided to over- 
treat gonorrhea with a single injection of 1.5 
million units of penicillin G. in procaine and oil 
with aluminum monostearate, thereby treating 
any possibly concomitantly ineubating syphilis. 
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It is to be noted that whereas there is a marked 
decrease in early syphilis since 1947, there is 
very little change in the incidence of gonor- 
rhea, see Fig. 2; this may be accounted for to 
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Fig. 2.—Graphic presentation of the incidence of 
gonorrhea in British Columbia from 1947 to 1951. 


some extent by the short incubation period for 
gonorrhea and the high rate of re-infections. 
If this premise is correct, then the favourable 
downward trend in the incidence of early 
syphilis is more likely to be attributable to 
penicillin than to an improvement in the 
morality of society. 

In the past twelve months, we have been 
forcibly made aware of a hitherto unsuspected 
source of the spread of venereal disease, namely 
homosexuality. Up to 1948, there was no re- 
ported ease. In 1949, we saw three eases, 
whereas in 1950, there were 20 cases, which 
ean be subdivided into 11 eases of early syphilis, 
and 9 eases of gonorrhea. 

It is of interest to note that out of a total of 
64 cases of early (primary, secondary and early 
latent) syphilis notified in British Columbia in 
1950, 11 (or 17%) were contracted as a result 
of homosexual practices. 

These figures are sufficiently disturbing in 
themselves, but become even more so when it 
is realized that these cases were all investigated 
in the main Vancouver Clinié, which was re- 
sponsible for notifying only 19 cases of early 
(primary, secondary and early latent) syphilis 
during the year. 

If 11 of the 19 cases (or 57%) notified at the 
Vancouver Clinic were acquired as a result of 





homosexual practices, the question arises as to 
the number of infections notified by private 
physicians which were likely to have been ac- 
quired in a similar manner. 

It is difficult to estimate the amount of homo- 
sexual activity taking place in a community, 
but the impression gained from reports of 
contacts attending the main Vancouver Clinic 
would lead to the belief that the practice is 
increasing to an alarming extent. This belief 
would appear to be supported by the amount of 
venereal disease for which it has been re- 
sponsible. 

It is difficult to determine the underlying 
causes responsible for the spread of homosexual 
activity. Some of the dubious rationalizing 
causes which have been put forward by the pa- 
tients themselves are: the greater ease of asso- 
ciation between men, which does not attract 
the suspicion and disapproval of neighbours; 
the greater ease of covering up homosexual 
activities; the erroneously imagined freedom 
from the dangers of venereal disease; the de- 
velopment of the male “prostitute” which has 
been found to be quite a lucrative means of 
supplementing an inadequate income. The ‘in- 
creasing prevalence of alcoholism and drug 
addiction, besides entailing a considerable ad- 
ditional financial burden, frequently is asso- 
ciated with some degree of psychological 
deterioration. 

These may be possible factors, but there are 
others of a more subtle nature arising from 
personality changes or disorganizations which 
may be intrinsic in the individual or extrinsic 
with its origins in the family or social environ- 
ment. 

Homosexual behaviour is a practice which 
is unfortunately very liable to spread in a 
youthful community. In our series, there was 
1 female, white and single, and 19 males. Of the 
males, 17 were white, 1 was Chinese, and 1 was 
part Indian. The entire group, except for 1 
married male and 1 widower, was single. The 
age incidence was as follows, 2 were in their 
teens, 11 in the twenties, 3 in their thirties, 2 in 
their forties, and 1 was 59 years of age. These 
findings, regarding age distribution in the un- 
married homosexual, are in keeping with those 
reported by Kinsey et al.? 

The means of checking this spread are not at 
the present time apparent. The devotees of this 
practice are apparently of two principal types: 
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(a) those who are ashamed of their abnormal) 
behaviour; and (b) those who have adjusted 
themselves to it and have completely rational- 
ized their feelings towards it. 

The first group can frequently be approached 
from the psychiatric angle, whereas the latter 
group are apparently unassailable. 

The purpose of this short article is not pri- 
marily to discuss the methods for dealing with 
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N 1940, Bernheim,’ studying the metabolism of 

the tubercle bacillus, made observations on the 
uptake of oxygen by this organism. Among these 
was the apparently purposeless finding that 
benzoic and salicylic acid accelerated the uptake 
of oxvgen by growing tubercle bacilli. Many 
related compounds were then studied in an 
effort to find one which would produce the 
opposite effect on the oxidation-reduction 
mechanism of the microbe, 7.¢., inhibit or dimin- 
ish the uptake of oxygen. In 1944, Lehmann? in 
Sweden found that there was a reversal of 
oxygen uptake if an amino group was placed in 
the para position in the salicylic acid molecule 
thus, NH, 


COOH 


Animal experimentation and clinical trial on 
human eases followed and clinical evidence is 
still being accumulated. 

It, was in 1944 also that Schatz, Bugle and 
Waksman*® introduced streptomycin and the 
value of this antibiotic against tuberculosis has 
been well demonstrated. It is the consensus so 
far that para-amino-salicylic acid (PAS) is 
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homosexuality in any given community, but 
rather to bring it to general notice as an in- 
creasingly prevailing practice which presents 
new problems, and is assuming an alarming im- 
portance in the dissemination of venereal 
disease. 
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somewhat inferior to streptomycin in its effect 
on human tuberculosis. Both drugs have desir- 
able and undesirable effects. Of the undesirable 
effects the most noteworthy are the gastro- 
intestinal irritation produced by PAS and the 
8th nerve damage which can be caused by 
streptomycin. 

Among the defects of the latter, tubercle bacil- 
lus resistance against the effect of streptomycin 
ranks very highly; and it has been estimated 
that after sixty days’ treatment with strepto- 
mycin, about 50% of patients so treated will 
exhibit tubercle bacilli resistant to the strepto- 
mycin. With longer therapeutie courses the per- 
centage rises. With PAS such resistance seems 
to develop very much more slowly and only 
about 12% of cases will show resistant strains to 
this therapeutic agent.‘ 

When the two drugs are combined the inci- 
dence of streptomycin resistance in prolonged 
courses drops from about 75% to about 40% 
and it is also noteworthy that strains which are 
resistant to one drug are not necessarily resistant 
to the other, so that by giving a combination of 
the two drugs a therapeutic effect can be main- 
tained much better than by using the drugs 
singly. 

Moreover, experiments in vitro (Vennesland 
et al.5), and on guinea pigs (Feldman e¢ al.*) 
have established the fact that there is an ap- 
parently synergistic action between the two 
drugs so that anti-tuberculosis effect of combined 
therapy is greater than the effect of either drug 
alone. These observations form the rationale for 
the use of this combined therapy in tuberculosis. 

The optimum method of using these prepara- 
tions is still in doubt. Dosage schedules of vary- 
ing types and combinations are used by various 
men with seemingly good effects, Since strepto- 
mycin is already well known, a word or two 














Canad. M. A. J. 
Aug. 1951, vol. 65 


LEWIN AND ARONOVITCH: PULMONARY TUBERCULOSIS 








about PAS might not be amiss. 

PAS is itself only slightly soluble in cold 
water, but a sodium salt of PAS is readily 
soluble. Both are active against the tubercle 
bacillus. The solubility decreases with decreasing 
PH so that there is only little solubility and 
absorption in the acid stomach. In the intestines 
the small PAS molecule is quickly neutralized, 
dissolved and absorbed and it is then rapidly 
excreted through the kidneys. An oral dose of 
4 grams is said to be excreted in 3 or 4 hours. 
Giving the acid with an enteric coating will 
delay absorption and excretion for about six 
hours. It is evident therefore that oral dosage 
with PAS should be frequent. It has been re- 
ported that PAS which is not exereted in the 
urine is found mainly in tissues which are rich 


in elastin. This may be of some significance in: 


pulmonary tuberculosis since the lung is rich in 
elastin. 

The dosage of PAS varies from 8 to 20 grams 
daily. Dosage of about 12 grams a day seem 
to be accepted as standard at the present time. 
There are practically no toxie effects other than 
gastro-intestinal irritation which may cause 
anorexia, nausea, vomiting and diarrhea. Be- 
cause of this gastro-intestinal irritation and also 
because acetylation of the PAS renders it in- 
active against the tubercle bacillus it is best 
given on a full stomach. 

At the Mount Sinai Sanatorium we now rarely 
start therapy in any case with one drug alone. 
We have now treated over 58 cases with both 
drugs either in combination or successively. The 
following illustrates one of our more dramatic 
cases. 


CasE 1 


Miss J.L., a 21 year old girl, was admitted to the 
Mount Sinai Sanatorium on December 14, 1949 with 
complaints of frequent hemoptyses of one month’s 
duration as well as cough, expectoration, weakness, night 
sweats and loss of weight. Her temperature on admission 
was 100°, her pulse 100/min. Her sputum was Gaffky 4. 
Fig. 1 shows her chest x-ray. The marked infiltration is 
well seen. She was put on dihydro-streptomycin gm. 1 
and PAS gm. 10 daily. There was immediate clinical and 
x-ray improvement. Within three weeks the temperature 
never went above 99° and the pulse was not above 90. 

Three months after the start of therapy she had 
gained 13 pounds in weight. Her pulse and temperature 
were normal. She had no cough or expectoration and her 
gastric lavage taken six weeks after the start of therapy 
was negative for acid fast bacilli on concentration and 
culture. The illustration shows the marked clearing in 
her x-ray. 


This is a remarkable result. Prior to the days 
of chemotherapy it would probably have been 









Figs. 1a and 1b illustrate the clearing of marked 
disease in the left lung with combined streptomycin 
and PAS therapy. Figs. 2a and 2b.—Combined therapy 
has resulted in a rapid clearing of the infiltrative 
lesion in the right lung. The cavity at the apex re- 
mains untouched: this was later closed by pneumo- 
peritoneum and a right phrenic operation. 
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years before the disease was under control. This 
young girl would likely have required collapse 
therapy for her hemoptyses—a rather dangerous 
procedure in view of her extensive disease. 
Therapy would have had to be continued for 
several years and at the best there would have 
been considerable loss of pulmonary function. 
With chemotherapy she is well on the road to 
recovery with a negative sputum and an almost 
clear lung in a matter of weeks—a recovery 
which is almost within measurable distance of 
the recovery rates of some other types of pneu- 
monia in the days before sera, sulfa and peni- 
cillin began to shorten the attack on pneumonias 
of all kinds. 

Of course this may represent an extreme or 
isolated case—a lucky circumstance only. How- 
ever, we have seen too many eases clear much 
more rapidly now than we have been accustomed 
to in the past. This encourages us in our belief 
that there is a synergistic action of the two 
drugs. 

Prior to the frequent use of PAS we had been 
using streptomycin so that in some of our eases 
PAS has been used following streptomycin 
therapy and in some eases it has been used to- 
gether. It is now our practice to use the two 
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drugs together right from the start. So far we 
have used PAS for over two month periods in 
58 of our patients at the Mount Sinai Sana- 
torium and Table I shows the distribution of 
these cases. 


TABLE I. 





Table II—Combined therapy Streptomycin/PAS .. 
Table III—PAS therapy (Previously treated with 
streptomycin and some having had collapse 

measures ) 
Table IV—PAS only 





Our tables are based on the following classi- 
fication of improvement. We have called some 
of the cases markedly improved and some moder- 
ately improved. In others we have considered 
there has been no change. We reserve a column 
for patients who have become worse because of 
or during therapy. In our short experience with 
this small series, no cases have deteriorated due 
to the therapy alone so far. 

In considering whether a case is markedly im- 
proved we feel that there must be conversion of 
sputum to negative or marked clearing of 
shadows or both. The first case illustrated in Fig. 
1 represents marked clearing with sputum con- 
version. In eategorizing a case as moderately 
improved there must be some clearing of the 
shadows but this need not be so marked. Sputum 
conversion may occur in this group as well. The 
following indicate cases of moderate improve- 
ment: 


CASE 2 


Mr. J.H. was admitted to the Mount Sinai Sana- 
torium on January 6, 1950 suffering with bilateral 
pulmonary tuberculosis, predominantly right-sided. There 
was a dense shadow spreading from the right hilar 
region. Therapy was started on January 10, 1950 with 
% gm. streptomycin daily by the intramuscular route 
and with 10 gm. PAS orally. After two months of ther- 
apy there was some evident clearing of the x-ray shadows. 
shadows. 


We would like to point out the time interval 
for clearing. In our previous experience with 
tuberculosis, clearing has not usually started 
promptly with the patient’s admission to a 
sanatorium but has lagged for many months 
and then clearing was often imperceptible from 
one plate to another when these were taken 
fairly closely together. This short time interval 
in the clearing of lesions is well illustrated with 
another case which we have placed in our 
moderate improvement column. 
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CASE 3S 


Mrs. R.M. was admitted to the Mount Sinai Sana- 
torium on January 20, 1950 with the x-ray picture as 
seen in Fig. 2. There was an area of infiltration above 
the minor interlobar fissure on the right side and a large 
cavity at the apex. She was started on % gm. strepto- 
mycin daily and 10 gm. PAS on January 26. An x-ray 
taken four weeks later shows considerable clearing of 
the infiltrative lesion. The cavity at the apex remains 
untouched. 


Again there was a short time interval—four 
weeks was hardly long enough for the patient 
to get well settled in bed in previous times 
now this patient is practically ready to have 
her cavity closed mechanically. 

Table II indicates our results in combined 
therapy and Table III our results in successive 
therapy with PAS and streptomycin. None of 


TABLE II. 
COMBINED THERAPY—STREPTOMYCIN/PAS 





Improvement 


Moderate Marked No change Worse 


Sputum 
conversion 
or slight 
clearing 


Sputum 
conversion 
or marked 
clearing— 
or both 


19 16 


TABLE III. 


PAS (PREVIOUSLY TREATED WITH STREPTOMYCIN AND 
SOME HAVING HAD COLLAPSE MEASURE) 
GIVEN Two MONTHS AND OVER 


Improvement 


Moderate Marked No change 


Sputum 
conversion 
or marked 
clearing— 
or both 


3 5 


——_ — 


Sputum 
conversion 
or slight 
clearing 





the patients were made worse by this treat- 
ment. The majority were either moderately im- 
proved or markedly improved. A few were un- 
changed. 

There are some significant points which de- 
serve comment. Old chronic patients with huge 
cavities do not improve. As might be expected 
no form of chemotherapy can have any effect 
on this type of case. Again there are cases of 
unclosed underlying cavities beneath a thoraco- 
plasty. No change has usually occurred in this 
type of case with combined therapy. There are, 
however, cases of cavity closure with combined 
therapy and we have been both surprised and 
gratified to see this occurrence. 
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Fig. 3.—Combined therapy with streptomycin and 
PAS resulting in cavity closure. The upper row of 
tomographic sections taken in December, 1949 shows 
the cavities. The lower row (March, 1950) shows only 
doubtful evidence of any cavity. Since then there has 
been further clearing and the patient has been dis- 
charged as a negative case. 


Fig. 3 shows tomographie sections from a 
young woman who was admitted on November 
23, 1949 with moderately advanced tuberculosis 
which had recently spread prior to her admis- 
sion. There were several cavities in the left 
upper lobe. On December 8, 1949 she was 
started on combined therapy with 14 gm. strep- 
tomycin and 10 gm. PAS daily. The correspond- 
ing tomographic sections of March 29, show the 
marked clearing of the abnormal shadows and 
the disappearance of cavities. The patient is 
negative for acid fast bacilli. 

As is seen from these illustrations, sometimes 
the cavity closes and sometimes it does not. 
We have been somewhat at a loss to explain 
why this should oceur. From our few observa- 
tions it would seem that the cavities which close 
are recent cavities, small in size or else they are 
tension cavities. In recent cavities and in 
tension cavities there is relatively little destrue- 
tion of lung tissue, and in the latter especially 
this cavity occurs because of a valvular 
mechanism which allows air into the eavity but 
impedes its escape. This valvular mechanism 
is most often due to bronchial or bronchiolar 
disease. It is well established that this type of 
disease responds fairly readily to antibiotic 
chemotherapy and this may be an explanation 
for cavity closure in these instances. The point 
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Fig. 4.—The upper row of tomographic sections 
taken in November, 1949 shows a large cavity which 
closed (lower row) after a month of combined therapy. 


is important because there is a tendency to de- 
lay the use of chemotherapy until the patient 
is ready for operative closure of the cavity. 
From our results it would appear that early 
chemotherapy may delay the operative closure 
indefinitely in certain cases. Fig. 4 illustrates 
another such ease of cavity closure in the space 
of five weeks. 


TABLE IV. 
PAS ONLY—GIVEN Two MONTHS AND OVER 





Improvement 
Moderate Marked No change Worse 
Sputum Sputum 
conversion conversion 
or slight or marked 
clearing clearing— 
or both 
0 0 2 0 


There has also been a tendency to delay anti- 
bioties and chemotherapy in minimal cases on 
the assumption that these measures should be 
reserved for use later on when the patient is 
desperately in need of such measures, e.g., pre- 
operatively. We cannot agree with this pro- 
cedure. We feel that with combined therapy it 
is possible to use several courses of treatment 
without the danger of the emergence of re- 
sistant strains of tubercle bacilli. It is therefore 
unnecessary to save the drugs for any particu- 
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lar eventuality for fear the bacilli may be re- 
sistant when this eventually occurs. 

Moreover we feel that if the drugs are used 
early enough on all cases there will be very few 
eases which have to come to major surgery. 
We have noted a marked decrease in the 
amount of surgery necessary at the Mount 
Sinai Sanatorium in the past year. 



























































. 


_Fig. 5.—The lesions in the left lung have cleared 
with combined therapy. 


Fig. 5 shows the rapid disappearance of an 
infiltrative lesion with combined therapy. We 
feel that in these types of cases prolonged 
hospitalization has been shortened and possible 
operations avoided-by the use of combined 
streptomycin and PAS therapy. 

Antibiotics and chemotherapy are expected 
to work in contralateral spreads of disease 
after operation; or even before operation, to 
make operative procedures possible. All the 
more reason to use them therefore in unilateral 
cases before spread has occurred and before the 
disease has become advanced. After all the 
pathological process is the same whether the 
disease is unilateral and minimal or whether 
it is a spread in a contralateral lung. If the 
therapeutic agent can penetrate the lesion and 
combat the disease in the one ease it should be 
able to do so in the other. We therefore feel 
that these agents should not be withheld and 
our results in early and minimal eases would 
seem to justify this conclusion. 

We do not wish to leave the impression that 
all our results have always been favourable. It 
has been reported in the literature that PAS 
is of particular value in the treatment of tuber- 
culous empyemata. We have had the oppor- 
tunity to use this on only two such cases and 
cannot confirm the favourable results reported 
in the literature. 





SUMMARY 


We have treated 58 cases with PAS in 56 of 
which streptomycin was also used. Our results 
would indicate that this method of therapy has 
beneficial effects in controlling pulmonary 
tuberculosis more rapidly than we have ever 
seen it controlled in the past. In certain cases 
when used early enough this therapy not only 
clears the infiltrative disease from the lungs 
but appears to close cavities as well. 
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It is evident that psychiatry, largely through psycho- 
analytic psychology, will play a major réle in the 
scientific humanization of biology. If it can help the 
medical students to gain a rational understanding of the 
unique characteristics of the physician-patient relation- 
ship, if it can stimulate the student to a better under- 
standing of the psychology of acute illness, convalescence, 
chronic disability and deformity, if it can teach him the 
role of personal and social forces as determinants of 
behaviour including somatic, psychologic and social symp- 
tom formation, if it can guide him in knowing what he 
ean and cannot do, what he should and should not do 
in the field of psychotherapy and, perhaps most im- 
portant, if it makes possible his scientific method in all 
areas of human behaviour, it will indeed have been 
successful.—John Romano, J. A. M. A., 143: 412, 1950. 





ERRATUM 


Septicemia Due to Salmonella Sandiego 


The following corrections should be made in 
the paper by G. A. Copping and R. W. Reed on 
septicemia due to Salmonella sandiego (Canad. 
M. A. J., 64: 528, 1951). On p. 529 the report 
from the laboratory sections in Ottawa should 
read: 


‘¢ Agglutinated by O sera IV, V, XII and absorbed 
V’’ (not ‘Vi’ which is an entirely different antigen and 
was not demonstrated in this culture). ‘‘ Agglutinated by 
H sera e,h; e,n,Z,;; absorbed h and absorbed z,; but not 
agglutinated by absorbed ‘x’ serum.’’ (‘x’ is quite a 
different antigenic factor to ‘X’.) 

‘‘Diagnosis: Salmonella sandiego IV, V, XII; e.h- 
@,N,Zy5.?? 
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CASE REPORTS 


GOLDBLATT’S SYNDROME DUE TO 
ABERRANT RENAL ARTERY 
HYDRONEPHROSIS 


Ralph E. Powell, M.D. 


Consulting Urologist, Montreal General 
Hospital, Montreal, Que. 


This syndrome has been so completely de- 
seribed in the literature that repetition would 
be superfluous. 

Hypertension due to renal insufficiency is 
comparatively rare. As an observation based on 
the review of some 15 cases I have concluded; 
(1) after the third decade patients suffering 
from a unilateral pyelonephritis and the result- 
ing atrophic kidney with reduced functions, 
all show a lowered blood pressure for a few 
months or two years following nephrectomy, 
but gradually build up the symptoms associated 
with malignant hypertension; (2) the younger 
the patient the more often one gets a permanent 
eure. (3) All malignant hypertension and even 
those who merely have tension should have 
eareful urological review; (4) Sympathectomy 
should not be advised where there is a definite 
low functioning atrophic pyelo-nephritis, active 
or arrested; (5) The results following nephrec- 
tomy leave nothing about which to be optimistic. 

The following case report is an example of a 
three-year cure; moreover there has been no 
infection and the atrophic hydronephrosis was 
due to a mechanical block of an aberrant artery 
and is an extremely rare cause of Goldblatt’s 
syndrome. 


Male, aged 32, was admitted to the Western General 
Hospital on December 16, 1937, complaining of severe 
headache and pain in the right costo-vertebral angle 
radiating to the groin. 

Personal history.—Married, two children. Since the 
age of 18 has been subject to severe attacks of right 
costo-vertebral pain but no urinary disturbance. He has 
been an air pilot since 1938. He had had a normal blood 
pressure until the spring of 1947. His urine was always 
normal. Appendectomy for costo-vertebral pain in 1941 
with no alleviation of pain. 

Present illness.—Apart from the costo-vertebral pain 
he was well until the spring of 1947 when he developed 
severe headaches. Flying at any altitude did not seem 
to influence the headache which began in the morning 
and subsided towards evening. This headache remained 
the same whether flying or grounded. 

Due to occupation frequent medical examinations were 


done and his pressure remained normal until spring 1947, 


when he showed an intermittent pressure 160-100. Head- 
aches grew more intense and on December 1, 1947 his 
pressure had increased to 210-110. With rest this gradu- 
ally reduced itself to 160-120. 





Condition on admission.—Well nourished man, no com- 
plaints. Headache relieved by preadmission rest. General 
examination revealed nothing except a vague mass in the 
region of the right kidney. Urine normal. Fundi normal, 
Cardiograph showed no evidence of myocardial disease. 
Terminal inverted phase of T1 and 2 and upright in 3. 
X-ray plate of abdomen normal. Right renal shadows 
perhaps moderately increased. Cystoscopy showed a 
normal bladder. 

Catheters passed easily, flow was free and clear from 
each kidney. Cultures sterile. Low urea right kidney— 
normal left. Routine urine from right and left kidney 
revealed no abnormalities. 





Fig. 1 


Pyelograms showed a’ normal left kidney. Large 
hydronephrosis on the right with a filling defect at 
urethro-pelvic junction.. 

Diagnosis.—Right hydronephrosis due to an aberrant 
renal artery—Goldblatt’s syndrome. 

Blood urea 17; bilirubin 0.4; blood plasma 0.187; 
serum uric acid 4.4 mgm. %; renal test meal normal. 

Nephrectomy on December 17, 1947. The diagnosis was 
confirmed, and a large right-sided aberrant renal artery 
from aorta was found. Large hydronephrosis with 
marked atrophy of renal parenchyma. Marked general 
tubular epithelial degeneration. 


He had an uneventful convalescence. The 
blood pressure two days after operation fell 
from 210/110, to 130/80, and regular examina- 
tions over a period of three years have shown 
that it has remained steady at about 125/80. 
The headaches have been entirely relieved and 
he has continued his work as air pilot. 

This I feel is a clear cut example of Gold- 
blatt’s syndrome and a rare example occurring 
in a chronic hydronephrosis. I have to thank 
Dr. Harold Segall for referring the case to me. 





Idiopathic pleurisy with effusion in the tuberculin 
positive individual should be considered a manifestation 
of tuberculosis in every instance, despite negative 
cultures of the aspirated fluid, and offers a sign of 
valuable clinical significance to the physician——A. Falk, 
Dis. of Chest, 18; 542, 1950. 
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CIRRHOSIS AND MYX@DEMA 


T. J. Bresnahan, M.D. 


Department of Medicine, Queen’s University, 
Kingston, Ont. 


In man liver lesions are commonly seen in 
association with hyperthyroidism. These in- 
elude fatty infiltration, diffuse hepatic fibrosis, 
massive hepatie necrosis and _ post-necrotic 
searring.! The increased nutritional require- 
ments consequent upon the raised metabolic 
rate in these patients may well contribute to 
the development of the lesions. 

The association of liver lesions with hypo- 
thyroidism is rare. In 1947, P. Mauriac? re- 
ported a case of diabetes, cirrhosis and myx- 
cedema. The purpose of this paper is to submit 
data on another ease of cirrhosis and myx- 
edema differing from the previously reported 
case in so far as there was no associated dia- 
betes. 


This 65 year old married white woman had enjoyed 
good health until 1946, when she began to notice in- 
creasing weight, progressive alopecia, enlargement of 
her tongue and fatigue. In January, 1949, there de- 
veloped a painless, progressive enlargement of her 
abdomen and by December she was bed-ridden complain- 
ing of marked shortness of breath and ankle edema. 
Her past history was essentially negative. 

Examination showed a dull looking patient with sacs 
of edema fluid bilaterally in the infra-orbital regions. 
There was marked loss of hair and thinning of the outer 
margins of the eyebrows. The tongue was thick, speech 
slow and the voice guttural. There was mental retarda- 
tion and loss of memory. A grade III apical systolic 
murmur was present. There was marked ascites and 
pitting edema of the ankles. 

Laboratory data.—The urine contained a trace of 
albumen, specific gravity 1.020 and 12 to 15 pus cells 
per high power field. Blood picture was as follows: 
hemoglobin 2 gm. %, erythrocytes 3,560,000, leucocytes 
12,200, hematocrit 39%, E.S.R. 33 mm., serum bilirubin 
0.7 mgm., serum alkaline phosphatase 8 K.A. units, serum 
cholesterol 246 to 303 mgm., total protein 5.98 gm. %, 
albumen 35.84 gm. %, globulin 2.14 gm. %., A/G ratio 
1.8 and the hippuric acid synthesis test showed 0.25 gm. 
of hippuric acid excreted in one hour. The basal meta- 
bolic rate was minus 32. The electrocardiogram showed 
generally low T waves. The electroencephalogram showed 
a dominant rhythm of abnormally low frequency. 

Course.—A total of 13,580 ¢.c. of ascitic fluid was 
removed by abdominal paracentesis and following this 
the liver was palpable.6 cm. below the ninth costal 
cartilage. On February 6, she was placed on a 3,000 
calorie high protein (greater than 130 gm. of protein) 
high vitamin diet. She was given additional vitamin B 
complex in the form of Vebex (M. & M.) and also placed 
on brewer’s yeast, 5 gm. a day. Thyroid extract in doses 
of one-half grain per day was started and on discharge 
her basal metabolic rate was minus 13. 

She was re-admitted on March 21, and at that time 
showed marked improvement with increasing ability to 
walk, climb stairs and perform light tasks about the 
house. She noted decreasing shortness of breath on exer- 
tion, no increase in abdominal size and no ankle edema. 
On examination the facial features were more alert, 
speech was plainer and the infra-orbital edema previously 
noted was absent. At this time she had 8.9 gm. % 
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Fig. 1.—Reticulum stain showing irregular increase 
in reticulum, causing some distortion of the lobules. 


hemoglobin and the serum cholesterol was 185 mgm. %. 
The A/G ratio was 1.5 and she excreted 0.47 gm. of 
hippuric acid in one hour. The electrocardiogram showed 
increasing voltage of the T waves and the basal metabolic 
rate was minus 2. A total of 5,000 ¢c.c. of ascitic fluid 
was removed and on March 20, the dose of thyroid extract 
was increased to one grain per day. 

She was re-admitted in April and again in May and 
the significant changes were marked increase in the 
sense of well-being, only slight shortness of breath on 
exertion and the voice was now apparently normal. 
Examination showed a few spider angiomas on the face 
and the liver was palpable 4 em. below the ninth costal 
cartilage. She had 10.6 gm. % hemoglobin, serum 
cholesterol 202 mgm. %, A/G ratio of 1.5, and an 
excretion of 0.45 gm. of hippuric acid in one hour. The 
electroencephalogram showed an increase in the dominant 
activity of about 1 c/sec., the record being probably 
within normal limits. The basal metabolic rate on two 
readings was plus 4 and plus 3. 

A specimen of liver was obtained by needle biopsy. 
The section showed several large strands of fibrous tissue 
without any cellular infiltration. Reticulum stains re- 
vealed an increase in reticulum this increase being ir- 
regular in distribution, causing some distortion of the 
lobules. The reticulum was not fragmented and the liver 
cords retained considerable regularity of pattern, but 
resembled diffuse fibrosis (Fig. 1). 


SUMMARY 


A ease of cirrhosis and myxedema is re- 
ported. The interesting features, besides the 
rarity of the association, are the marked clinical 
response to thyroid extract, the changes in the 
electrocardiogram and electro-encephalogram. 
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In international health, whether it be through 
private, public, multilateral, bilateral, or whatever type 
of organization, we have our great opportunity as health 
experts to contribute to the cause of peace.—H. van Zile 
Hyde, Am. J. Pub. Health, 41: 1, 1951. 
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NOTE ON A DEGENERATIVE LESION 
OF BREAST ARTERIES 


J. W. Abbiss, M.B., Ch.B., F.C.A.P., 
Halifax, N.S. 


and 


O. C. MacIntosh, M.D. 
Antigonish, N.S. 


The following case is reported because it is 
thought that the patient’s symptom, breast 
pain, may have been due to a degenerative 
condition noted in the smaller arteries of the 
organ affected. Search of the literature has 
shown that whilst a vast amount has been 
written on arterial degenerations, both in a 
general manner and as they may effect specific 
vessels, yet there has been no especial mention 
of degenerations affecting breast vessels. 
Pritchard states that he has occasionally seen 
arteriosclerosis in the vessels of breasts re- 
moved from elderly women, but has not at- 
tached much importance to the observation 
since there was usually some other pathological 
condition present, and in one ease he has ob- 
served bilateral arteritis, resembling temporal 
arteritis in the breast vessels. In the ease to be 
described here, the vascular lesions were the 
only pathological condition noted. 


Mrs. R.H., aged 56 years, was admitted to hospital in 
December, 1949, complaining of an aching pain present 
in the right breast. The pain had first commenced one 
year previously and had steadily got worse, whilst 
recently she had noticed that it had begun to radiate 
into the right axilla. She had not noticed any lumps in 
the breast nor any discharge from the nipple. 

Past history included a cholecystectomy in 1947, fol- 
lowed by repair of a ventral hernia and an appendectomy 
in 1948. She had had six children, three of whom she 
had nursed. 

Physical examination revealed that the right breast 
was painful when touched and that there was some 
abnormal thickening, but no lumps were noted. The left 
breast appeared normal, and the remainder of the physi- 
cal examination was negative. The blood pressure was 
110/70. A diagnosis of chronic mastitis was made, and 
a local mastectomy advised and caried out. Since the 
operation, the patient has been free from pain. 

Examination of the excised breast tissue showed that 
it consisted mainly of fat, in which were a few atrophic 
ducts. The only abnormal feature was a lesion in the 
smaller arteries, consisting of a calcific change, most 
marked in the media, but in some arteries extending to 
the outer coat and also impinging on the intima, which 
in other instances showed hyaline change. The illustra- 
tions (Figs. 1 and 2) show a vessel in which the de- 
generation extends through all coats, but in other arteries 
the lesion was confined to small but definite calcific de- 
posits situated solely within the media. No fatty 
substances were demonstrated in any of the lesions. 

An occasional vessel showed thrombus formation over 
the site of intimal lesions, and some of the thrombi were 
old and undergoing recanalization. ss 
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Fig. 1—Low power view of breast artery showing 
degeneration in all coats. Fig. 2—High power view of 
a part of the wall of the vessel shown in Fig. 1 





The features described appear to corresjiond 
most closely with the condition known as 
medial calcinosis (Monckeberg’s sclerosis). 
Although this disease is usually described as 
occurring in larger vessels of muscular type 
such as the radial, tibial, femoral and temporal 
arteries, Boyd mentions its occurrence in 
uterine and ovarian vessels of old people, and 
most pathologists will have seen examples in 
these situations. As noted by Anderson, intimal 
lesions also oceur in this disease, and the con- 
dition is but one phase of the arteriosclerotic 
process. 

Whether the breast pain which the patient 
complained of can be related to the arterial 
lesions must remain open to question, but it is 
possible that the blocking of vessels by thrombi 


- may have played some part in its instigation. 


Since observing this case we have carefully 
searched breasts coming to us for routine exam- 
ination, and so far have been unable to find 
similar lesions, but it is probable that the econdi- 
tion does oceur frequently, since arteriosclero- 
sis is so common a disease, and that in the past 
it has passed without comment because it was 
thought to be of no clinical significance. 





Case REPORTS: 


SUMMARY 


A ease of “Monckeberg’s sclerosis” of breast 
arteries is presented, and the suggestion made 
that this particular lesion of breast vessels may 
be responsible for symptoms and is possibly a 


BILATERAL RENAL AGENESIS 


H. Goldwin Smith, M.D. 
Ottawa, Ont. 


Complete bilateral renal agenesis is a rare 
eondition. It is not compatible with extra- 
uterine life. The appearance of the babies is 
typical. Even before post-mortem an absence 
of kidneys may be suspected. 


Mrs. A., aged 34, gravida 3, para 0, was first seen at 
21 weeks of pregnancy. Examination at that time was 
in all respects normal. The uterus appeared to be the 
correct size for her stage of gestation. W.R. and urine 
were negative, Hgb. 80%, and Rh factor negative. The 
two previous pregnancies had resulted in miscarriage 
at about eight weeks. 

Pregnancy progressed normally and at 32 weeks it 
was noted that the fetus was presenting as a breech. 
The abdomen appeared to be more solid in consistency 
than usual, and gentle attempts at external version 
were unsuccessful. At 38 weeks the patient reported a 
little spotting and some thick yellow discharge. Speculum 
examination of the cervix at that time showed only an 
erosion. She did not at any time report anything to 
suggest that the membranes had ruptured. 

Approximately eight days before her expected date 
she started in labour. The fetus was still presenting as a 
breech, but x-ray pelvimetry showed a pelvis of ample 
size and shape and in consequence breech delivery under 
spinal anesthetic was attempted and accomplished with- 
out difficulty. The baby gave a few gasps and all at- 
tempts at resuscitation were unsuccessful. It is probable 
that intubation and oxygen through the intratracheal 
catheter resulted in maintaining a heart beat for longer 
than it would have lasted otherwise. All signs of lfe 
disappeared approximately 45 minutes after birth. 

It was noted at the time of delivery that there was 
no amniotic fluid. The baby was covered with a very 
thick, almost dry-looking vernix caseosa, and it had a 
peculiar facial appearance, best described by saying that 
it looked like a very old person. There was a broadening 
between the eyes, a fold of skin running down from the 
inner canthus of the eye, and large low-set ears with 
little cartilage. This condition is described in the 
American Journal of Obstetrics for June, 1946, by Edith 
Potter of Chicago. Her article contains typical pictures. 

An autopsy was done by Dr. John Patton of the 
Ottawa Civic Hospital Pathology Department. His re- 
fort follows in part... 

‘*The body was that of a well-nourished and de- 
veloped female infant weighing 2,580 grams, and 
measuring from crown to rump thirteen inches. The 
scalp and skin of the chest and abdomen were clothed 
with thick vernix caseosa. 

‘*The abdomen was free from fluid and all the ab- 
dominal viscera appeared to occupy their usual posi- 
tions and were clothed by thin glistening peritoneum. 
On closer inspection it was found that in the region 
where the kidneys normally are, there was no grossly 
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relatively common condition if looked for. 
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‘demonstrable renal tissue. In the place of the respective 


kidneys there were two flattened disc-shaped structures 
measuring 2.5 x 1.5 x 0.5 em. On section these appeared 
to consist of a peripheral yellowish rim of cortex and a 
central darker medullary area. The tissues grossly re- 
sembled adrenal gland. 

‘“No tissue resembling that of a kidney was to be 
found on gross examination. The ureters were present 
and consisted of fibrous cords which were attached to 
the bladder distally, but their proximal ends faded off 
into the perirenal area and could not be identified. The 
bladder was empty. 

‘The uterus, ovaries, and Fallopian tubes 
present and grossly normal.’’ 


were 


DISCUSSION 


A ease of complete bilateral renal agenesis has 
been reported. The appearance of babies with 
this condition is typical, consisting of an in- 
crease of width between the eyes and the 
presence of an unusually prominent fold arising 
at the inner ecanthus of the eye. This fold 
sweeps downward and laterally to form a wide 
semicircle under the inferior medial aspect of 
each orbital space. Other changes which com- 
bine with the appearance of the eyes to give 
the face of the infant a resemblance to that of 
a person of very advanced age, are, a flattening 
and slight broadening of the nose, an unusually 
receding chin, and large low-set ears which 
have proportionately little cartilage. The 
absence of amniotic fluid is interesting and sug- 
gests that at least in part it normally consists 
of fetal urine. With little or no amniotic fluid 
the fetus might be expected to present as a 
breech. 

This patient has had two uneventful preg- 
nancies since this birth. Both pregnancies went 
to term and both babies were delivered as 
vertex presentations without difficulty. There 
was a normal amount of amniotic fluid present. 
Both children are alive and well. She did not 
develop any Rh sensitization during the preg- 
nancies. ‘ 

The prognosis for future pregnancies where 
the mother has had a child with this abnor- 
mality appears to be excellent. 
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SPONTANEOUS RUPTURE OF THE 
RIGHT RECTUS MUSCLE 


Jules Keller, M.D. 
Montreal, Que. 


We recently had the oceasion to observe a 
spontaneous rupture of the right rectus muscle 
in a young girl of 19, admitted to the Homeo- 
pathic Hospital of Montreal. The nature of the 
accident, the unusual location of the lesion, the 
rarity of the case and the error of diagnosis 
justify this publication. 

This 19 year old girl, was admitted November 6, 
1949, in the early morning. Two days prior to admission 
she ‘experienced a dull ache and pain in both lower 
quadrants, more marked in the right. The pain then 
became very severe and excruciating. She vomited and 
her abdomen was very tender to touch. Vaginal exam- 
ination was not done in view of the intact hymen. On 
rectal examination, the abdomen was too tender to 
make a differential diagnosis. Discharge was noticed 
from the vagina. Menses 14/28/6. L.M.P. November 3, 
1949. White blood count was 10,000. Temperature 99, 
pulse 75. All other physical findings were negative. 
Tentative diagnosis: (1) acute appendicitis; (2) torsion 
of ovarian cyst right side; (3) pyo- or hemo-salpinx 
right side, in view of the recent discharge noted by 
patient. 

Operation.—A right paramedian incision was made 
and, immediately under the superficial fascia, we 
found formed blood clot. While removing this, we saw the 
torn parts of the muscle bleeding. The right rectus muscle 
was totally torn transversely, about four to five finger 
breadths above the symphysis pubis and about two to 
three centimetres below the umbilical region. The right 
rectus muscle was repaired by pulling both sheaths to- 
gether of the torn part, without touching the muscu- 
lar fibres, thus giving a solid support. During the 
postoperative treatment, the patient was kept under ob- 
servation with penicillin and in a semi-sitting position. 
Discharged within 12 days. About eight weeks after 
operation, she was perfectly well, with no limitation of 
movement in this area of the abdomen. 


DISCUSSION 


Rupture of the right rectus muscle is divided 
into two classes: (1) spontaneous; (2) trau- 
matic. We do not see the reason for the existence 
of the word spontaneous; this is usually caused 
by some trouble or injury done to this part of 
the abdomen. We would rather accept a classi- 
fication of (1) direct; (2) indirect. We know 
that occasionally a total rupture of the muscle 
occurs in very odd situations, such as cough? 
(Richardson in 1857 in the American Journal 
of Medical Science), vomiting, strain of hockey 
or golf, the drilling of a road driller, jumping, 
or other accidents which could be associated with 
effort. 

The fragility of the muscle is caused by dif- 
ferent processes. First of all, it is known as a 
myositis caused by typhoid fever, reported by 
Rudolph Wirchow, then by Zenker, who pointed 
out the importance of the fragility of the right 
rectus muscle with hyaline or waxy degeneration 


of this muscle. In over 200 cases of typhoid 
fever, they report 11 with rupture of the right 
rectus. There is also an unusual tension of this 
muscle in pregnancy and a rupture may oceur 
in some very poorly nourished patients or in 
infected cases. To complete the list we shall 
mention disturbance of calcium metabolism, as 
well as tetanic contractions. It is interesting to 
report the case of Malpas? as a hemorrhagie 
diathesis. 

Pathological anatomy.—Our case can only be 
described macroscopically because no micro- 
scopical specimen was taken for examination. 
There is a definite rupture of the fibres with a 
hematoma organized around the rupture. Some- 
times the muscular sheath is partially and some- 
times it is completely ruptured. A blood clot 
forms after an adhesion, the muscle fibres are 
lacerated and the form of extremities to ruptured 
parts are sometimes hard to describe. We usually 
find signs of degeneration, some circulatory 
troubles with blocking of the capillaries from the 
muscular zone and these cannot be taken eate- 
gorically as a permanent or definite finding. 
Occasionally the tear looks like a piece of tissue 
torn in two parts. 

Numerous differential diagnoses can be con- 
sidered. First of all, it is certainly easier if there 
is a history of trauma, as well as a visible 
hematoma under the skin but in some instances 
this is so minimal, as far as the abdominal wall 
is concerned, that we pay no attention to it. On 
examination, we usually find a rounded mass 
under the skin. After opening the abdominal 
wall, one may find a difference between the two 
lower quadrants. Some patients are even in 
shock from loss of blood. Other factors that 
should be considered are that there is no pelvic 
history, no alteration in the general health, no 
temperature, no other signs that give the im- 
pression of a serious abdominal condition, like a 
serious peritoneal involvement. Therefore, this 
ease illustrates the possibility of error in our 
differential diagnosis before the physicial ex- 
amination, which was not possible in our ease, 
in view of the acute tenderness of the abdominal 
wall at the site of the injury. 
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CHOREA GRAVIS (Sydenham’s Chorea) 
TREATED WITH CORTISONE AND 
ASCORBIC ACID* 


Herbert Schwarz, M.R.C.8.(Eng.), 
L.R.C.P.(Lond.) 


Ottawa, Ont. 


The case to be reported is that of a 13 year 


old boy who was first admitted on October. , 


26, 1950, with slight fever, nervousness and 
headaches. Apart from a high sedimentation 
rate (77 mm. in an hour—Westergren) there 
was little of special note. He was treated with 
penicillin and ferrous sulphate and was dis- 
charged improved. 

He returned on November 29 with definite 
signs of chorea gravis, with a moderate hypo- 
chromic anemia, and a white count of 9,250. 
The sedimentation rate however was now only 
38 mm./hr. Clinical and laboratory findings 
otherwise were not remarkable. In spite of 
sedatives the choreiform movements increased 
in violence, and his general condition rapidly 
deteriorated. The boy became semiconscious and 
exhausted and the prognosis was very grave. 

On December 6 all previous drugs and seda- 
tives were discontinued and the patient was put 
on cortone (Merck) 25 mgm. t.i.d. plus ascorbic 
acid 200 mgm. daily. There was no improve- 
ment until towards the end of the third day 
when he slept better and was a little brighter. 
On December 10 there was noticeable improve- 
ment. He began to speak and ate well and that 
afternoon was reading comics quite happily. 
The choreiform movements however were still 
present, though less violent. Cortisone was in- 
creased to 100 mgm. daily and improvement 
continued. 

On December 21, the choreiform movements 
had completely disappeared and he appeared 
normal in all respects. The cortisone was gradu- 
ally reduced and on January 12 was stopped 
altogether. He was discharged 18 days later, 
apparently quite well and free of any chorei- 
form movements. 


* Presented at the Ottawa Academy of Medicine, 
January 26, 1951. . 

From the Department of Medicine, General Hospital, 
Ottawa University Medical School. 
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COMMENTS 


It was first suggested by Begbie*® of Edin- 
burgh over a 100 years ago that chorea, poly- 
arthritis and carditis form an entity. Sub- 
sequent experience has confirmed this observa- 
tion and the peculiar relationship between the 
rheumatic fever and chorea is now well 
established. Rheumatic fever may precede 
chorea in 25% of cases, and in 45% rheumatic 
signs accompanied the chorea or appeared 
subsequently. The heart is involved in chorea in 
about 60% of cases. 

Because of the reported beneficial effects fol- 
lowing cortisone therapy in rheumatic fever, 
periarteritis nodosa and other allergic and 
collagen diseases it seemed to us desirable to 
try this hormone in our case of Sydenham’s 
chorea which was not responding to routine 
therapy. We hoped in the first place to relieve 
the patient’s desperate condition. Secondly to 
prevent rheumatic and cardiac complications. 
Thirdly to avoid the recurrence of chorea itself. 

Cortisone (Cortone—Mereck) and ascorbic 
acid were the only drugs used. (However, later 
on in the disease because of a Vincent's angina 
infection and carious teeth two courses of peni- 
cillin and streptomycin were given. Potassium 
citrate was also required for a few days dur- 
ing a period of hypopotassemia. ) 

With regard to the first point—namely to 
relieve the symptoms of chorea gravis. During 
the second week following patient’s admission 
a prompt clinical recovery took place. It would 
be difficult to say whether this improvement 
was due to the natural evolution of the disease, 
cortisone therapy, cortisone therapy plus 
ascorbic acid, or a combination of T.A.B. vae- 
cine followed by cortisone. 

However, it should be put on record, that a 
particularly severe case of Sydenham’s chorea 
started to improve only a few days after 
cortisone and ascorbic were first given and that 
a complete recovery took place 14 days after 
this therapy began. The average duration of a 
moderately severe case of Sydenham’s chorea 
treated in hospital is about 10 weeks. 

In our patient the choreiform movements 
were present 3 weeks before and two weeks 
after cortisone and ascorbic acid therapy was 
used ; thus it seemed to us that notwithstanding 
the severity of the chorea in this particular case 
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and the extremely poor physical condition of 
our patient, the duration of the disease was ap- 
preciably shortened. Coming to our second point, 
the prevention of cardiac and rheumatic mani- 
festations; these may follow insidiously upon the 
cessation of choreiform movements, but so far 
have not been observed in our case; the sedi- 
mentation rate is low, there is no cardiac enlarge- 
ment and no adventitious heart sound can be 
heard. Repeated electrocardiogram recordings 
are judged to be within normal limits. The 
x-rays of the heart and barium swallows do not 
reveal any obvious abnormality. 

Marked biological changes in response to 
cortisone therapy were also observed. These 
manifested themselves in acne, increase of 
pubie and facial hair, large “moon-face”, gain 
in weight, (29 lb. in 8 weeks) increase of total 
proteins to 9.2%, diminished sedimentation 
rate, hypopotassemia and retention of sodium 
and chlorides. However, in view of the fre- 
quent relapses in rheumatic fever cases treated 
with cortisone, once this drug has been dis- 
continued, one ean only hope that a similar 
fate will not befall our patient. 

Our third point: recurrence of the disease 
itself; if the patient remains symptom-free for 
one year, the chances of another attack of 
Sydenham’s chorea are extremely unlikely. 
This brings us to the last point which is the use 
of ascorbic acid in conjunction with cortisone. 

It is well known that ascorbic acid is neces- 
sary for the maintenance of collagen tissue, 
and that it is this collagen tissue which is pri- 
marily attacked in rheumatic diseases. Also the 
similarities in the mesenchymal lessons of 
scurvy, rheumatic and other allergic disorders 
are too striking to be merely coincidental. 

Therefore, it was thought that an adequate 
supply of ascorbic acid during the patient’s 
illness might prevent some of these mesenchy- 
mal lesions which are characteristic in chorea 
and rheumatic fever. 

It was also shown that there is a close con- 
nection between the ascorbic acid content of the 
adrenal gland and carbohydrate active corti- 
costeroids. Injection of ACTH leads to deple- 
tion of adrenal cholesterol and ascorbic acid, 
and this depletion coincides with liberation of 
glucocorticoids from the adrenal cortex. Pro- 
longed ascorbie acid deficiency leads to in- 
sufficiency of glucocorticoids and it has been 


suggested* that these are synthesized from 
cholesterol in the adrenal cortex by some pro- 
cess involving ascorbic acid. Consequently, it 
was decided to continue the ascorbic acid ther- 
apy even after cortisone was stopped. 

It was suggested that an excess of exogenous 
ascorbie acid would build up an adequate store 
of this substance in the adrenal gland, and that 
this might lead to a speedier production of 
endogenous glucocorticoids in the adrenal 
cortex which had been depressed by cortisone 
therapy. If this is the case, a chance of another 
relapse in the rheumatic condition would be 
rendered less likely. 


SUMMARY 


A case of chorea gravis is described and the 
various forms of treatment used in this ease 
are reported. Because of the close association 
between Sydenham’s chorea and rheumatic 
fever and the beneficial effects obtained with 
cortisone in the latter disease it is suggested 
that this drug might be also of some value in 
the treatment of chorea. The need for an ade- 
quate ascorbic acid intake in conjunction with 
cortisone therapy is mentioned. 

However, two more eases of Sydenham’s 
chorea have been reported‘ in which cortisone 
and ACTH were used with negative results. 
Further clinical trials are required before the 
effects of cortisone, ACTH and ascorbic acid 
in the treatment of this disease can be 
evaluated. 

ADDENDUM: Since completing this paper, 
another severe case of Sydenham’s chorea has 
been successfully treated with cortisone by Dr. 
S. Mirsky, Chief of Medicine, Ottawa Civic 
Hospital. 


I wish to thank Professor A. Fidler, Department of 
Medicine, Ottawa University Medical School, for his 
help and advice in the management of this case; to 
Professor de St-Victor, Department of Obstetrics, for 
the magnificent coloured films taken on this patient, and 
to Dr. W. Law for his collaboration. 
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STRONGYLOIDIASIS WITH GROSS 
ASCITES 


W. M. Goldberg, M.D. and R. Lymburner, M.D. 
London, Ont. 


Strongyloides stercorales is a parasitic infesta- 
tion of man and belongs to the nematode group. 
Its life evele is similar to that of Ankylostoma 
duodenale which is known commonly as hook- 


worm. The filariform larve of both enter the’ 


human host through the skin, usually through 
the skin of the feet, but occasionally via the 
pharyngeal mucous membrane. From either of 
these locations it reaches the alveoli of the lung 
through the blood stream, whence it usually 
travels along the bronchi and the trachea into 
the esophagus. It then passes into the jejunum 
where the female penetrates the mucosa and 
deposits her eggs. 

These eggs hatch to form rhabditoid larve 
which pass through the large bowel with the 
feces and are deposited on the soil where they 
feed on organic matter. If the conditions of the 
environment are not optimal, they may become 
filariform larve and re-enter another or the same 
human host by the usual routes and repeat the 
life eyele. If conditions are optimal, these rhab- 
ditoid larve feed, pass through one moult, feed 
again, and develop into free living adults which 
mate and form more rhabditoid larve. This cycle 
is repeated continuously until a sub-optimal en- 
vironment is met. They then form filariform 
larve and seek a human host in whom they can 
perform their parasitic life cycle. 

The ability to live as a free organism differ- 
entiates Strongyloides stercorales from Ankylos- 
toma duodenale, as does also the ability of this 
parasite to auto-infect its host. This power of 
auto-infection is the factor which makes strongy- 
loidiasis a difficult clinical problem. The patient 
ean retain the infestation almost indefinitely 
without renewing it from outside. 

The distribution of this disease is world-wide, 
but it is extremely rare in temperate climates. 
The disease is most common in the southern 
states of North America and in South America. 
It is relatively uncommon in China or India. 

Certain characteristic pathological changes 
occur in various parts of the body. Petechial 
hemorrhages are often produced at the portal 
of entry in the skin. In the lungs, changes occur 
which may be as mild as a slight cellular reac- 


tion or so severe as to mimic tuberculosis. The 
radiological film of the chest most often re- 
sembles that seen in atypical pneumonia.' De- 
squamation and sloughing of the mucosa of the 
jejunum is a characteristic finding, also in many 
mstances, the mesenteric lymph nodes are in- 
vaded by the larve.? The liver is involved in 
many eases. Bereovitz states that the larve may 
invade the biliary ducts and gall bladder. 
Hobmaier? found the larve in peripheral por- 
tions of the liver. Most investigators though, are 
of the opinion that the presence of the worm 
in the liver is unassociated with sufficient tissue 
reaction to produce biliary tract symptoms and 
complications. However, Nisbet* has reported 
a ease of obstructive jaundice due“to strongy- 
loidiasis. 

In an extensive study of 85 cases of strongy- 
loidiasis, in New Orleans, Hinman?’ arrived at 
the following conclusions: the diagnosis must be 
proved by stool examination. Marked predomi- 
nance of the disease occurs in the white race, 
and usually in the male sex. Although the dis- 
ease is found in children, it is more common in 
the second, third and fourth decade. The most 
frequent presenting complaint is diffuse or 
localized abdominal pain. Diarrhea is common 
and general symptomatology includes anorexia, 
nausea and vomiting, headache, weight loss, pro- 
eressive weakness and abdominal distension and 
flatulence. The characteristic physical findings 
are localized abdominal tenderness, and a fever 
usually under 101° F. Laboratory studies reveal 
nypochlorhydria, and a moderate hypochromie 
anemia. There is frequently a moderate leuco- 
eytosis. An eosinophilia of 8 to 10% is usual. 


A white male aged 46 years was admitted to Hamilton 
General Hospital on April 9, 1949, with the chief com- 
plaints of vomiting and loose watery stools. He was 
born in Roumania but had lived in Canada for 19 years 
and since then had not travelled outside of Canada. 
About March of 1949, he noticed a gradual onset of 
erampy abdominal pain, distension of the abdomen and 
constipation. He was hospitalized as a semi-private case 
early in March, and discharged a week later with the 
presumptive diagnosis of carcinomatosis. He had de- 
veloped a non-productive cough and for a week prior 
to the present admission had experienced increasing 
dyspnea on ordinary exertion. 

Physical examination revealed a well developed male. 
The excursion of the right side of the chest was slightly 
less than the left. The trachea was palpated in the mid- 
line. There was no evidence of cyanosis. Numerous rhonchi 
were heard throughout the chest. The heart was negative. 
The blood pressure was 130/80, pulse 80. Oral tempera- 
ture was normal, except on one occasion during his hos- 
pital stay when it rose to 101° F. The abdomen was 
distended with free fluid. An ascitic thrill was felt and 
shifting dullness was elicited. The spleen was not en- 
larged, but the liver was palpated two inches below the 
right costal margin, and exhibited no tenderness. 
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Laboratory studies showed the urine to be normal. 
The erythrocytes numbered 4,060,000 and the leucocytes 
12,000; polymorphonuclears 60%, lymphocytes 40%. 
There was no eosinophilia. The hemoglobin was 12.3 
gm. %. Plasma proteins 7.8 gm. % with 5.2 gm. of 
albumen and 2.6 gm. of globulin. Chemical examination 
of the blood revealed normal values for urea nitrogen, 
creatinine and sugar. The icteric index varied from 33.3 
units to 16.6 units. The van den Bergh reaction was four 
plus indirect and negative direct. The prothrombin time 
was 28 seconds. The cephalin cholesterol flocculation test 
of blood serum was negative. The serum alkaline phos- 
phatase gave a value of 9.6 Bodansky units. The 
erythrocyte sedimentation rate varied from 67 to 100 
millimetres fall in one hour (Westergren). Repeated 
examinations of the sputum were negative for tubercle 
bacilli. Malignant cells were not found in the ascitie 
fluid. The bromsulphthalein liver function test showed 
43% of the dye retained at the end of five minutes, and 
9.6% retained at the end of thirty minutes. Radiological 
gastrointestinal studies were negative. Chest films re- 
. vealed a slight increase in peri-bronchial markings. The 
silhouette of the heart and aorta was not abnormal. 
Examination of the stools revealed rhabditoid larve of 
Strongyloides stercorales on six successive occasions. 

Therapy consisted of the oral use of gentian violet in 
doses of three grains daily, intravenous mercurials and 
daily intramuscular injections of crude liver extract. A 
high protein, high carbohydrate diet was supplemented 
with oral vitamin B-complex. Abdominal paracentesis 
was performed and 4,500 ¢.c. of straw-coloured fluid 
was obtained. 

His condition improved remarkably, and on June 17 
he was discharged as cured. Stool examination was nega- 
tive for Strongyloides stercorales. 

He was readmitted to Hamilton General Hospital on 
July 10, with the complaint of abdominal distension. He 
had become progressively more distended since his dis- 
charge on June 17, and had continued to experience 
vague abdominal, crampy pains. On physical examina- 
tion, he was much the same as on his previous admission. 
The abdomen was markedly distended with fluid and an 
ascitic thrill could be elicited. Numerous harsh rhonchi 
were heard in the right lower chest. The blood pressure 
was 103/78. His temperature was normal throughout his 
hospital stay. 

Laboratory studies showed the urine to be normal. 
The smear of the peripheral blood revealed an eosino- 
philia of 3%, but the examination of the blood was 
otherwise normal. An hematocrit reading was 48 c.c. 
of packed red blood cells per 100 ¢.c. of whole blood. 
The prothrombin time was 20 seconds. The total serum 
protein was 7.2 gm. %. 
blood presented normal values for urea nitrogen, 
creatinine and sugar. The blood cholesterol was 71 mgm.: 
%. Serum bilirubin was 0.25 mgm. %. Examination of 
the stool revealed strongyloides rhabditoid larve in the 
first two samples but none in the last four. X-ray of the 
chest showed findings similar to those seen in atypical 
pneumonia. 

The patient was treated by the use of gentian violet. 
three grains daily by mouth, and intramuscular crude 
liver extract. A diet high in protein and carbohydrates 
was used. Abdominal paracentesis was performed and 
4,632 ¢.c. of straw-coloured fluid was obtained. 

The patient was discharged, August 3, as apparently 
cured. He has been examined monthly since that time 
and repeated stool examinations have been negative for 
larve of Strongyloides stercorales. Six months after dis 
charge, he was still reported as well and free from 
symptoms. 


Apart from the ascites, this-patient presented 
gastrointestinal symptomatology typical of 
Strongyloides stercorales. The laboratory studies 
as well as stool examinations were consistent 
with this diagnosis. He had a history of a 
chronic cough, but his pulmonary symptoms 
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were most pronounced at the height of the infesta- 
tion. The radiological appearance of his chest, 
at this time, was essentially that deseribed' as 
typical of pulmonary strongyloidiasis, but six 
months later, this picture was unchanged. 
Therefore it is difficult to ascertain if this pa- 
tient exhibited pulmonary strongyloidiasis. His 
pulmonary symptoms were most likely an ex- 
acerbation of a pre-existing chronic bronchitis. 

The presence of gross ascites has not previ- 
ously been deseribed as occurring in strongy- 
loidiasis. It would seem that the only other 
possible explanation for this symptom would be 
the presence of cirrhosis. The fact that the pa- 
tient was so well, six months after discharge 
from hospital, with no return of ascites, would 
tend to exclude cirrhosis as well as neoplasm. 
The finding of a normal bromsulphthalein liver 
function test as well as normal values for the 
total serum proteins and albumen-globulin ratio 
also tend to exelude cirrhosis® as the etiological 
basis for the gross ascites. No eardiae disease 
existed, nor did urinary findings suggest renal 
disease. While it is impossible to state definitely 
that strongyloidiasis was the cause in the pro- 
duction of the ascites, it is the most likely ex- 
planation. 


SUMMARY 


1. The life eyele of 
is described briefly. 


Strongyloides stercorales 
2. The pathology associated with S. stercorales 
is discussed. 

3. A ease of strongyloidiasis with the unusual 
symptom of gross ascites is presented. 

4. Strongyloidiasis is discussed as the possible 
etiological factor of this gross ascites. 
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SPECIAL ARTICLE 


PROBLEMS OF A SUB-CONTINENT 


André Siegfried, 
of the Académie Francaise 

[This article (reprinted from THE UNESCO 
COURIER of May 1951) clearly emphasizes the prob- 
lems facing Pakistan and India; of administration, of 
overpopulation, of famine, of progress in modern health 
measures. We cannot afford to disregard either the 
magnitude of these problems, or their significance to our 
Western civilization.—EDITor. | 

Studying India is like leaning over the brink 
of an abyss from which a timeless past seems 
to arise, envelop and penetrate one’s very 
being; it means experiencing a terrible climate 
in which life and death intermingle, where 
human density is almost pathological and 
where an intense religious atmosphere elo- 
quently expresses the primacy of the spiritual. 

It is through the impact of such impressions 
that one becomes acquainted with two States, 
newcomers to political independance and eager 
for the modernization on which their existence 
depends. Their traditional environment is millen- 
ary, but their problems are modern. Liberation 
has been achieved, but adaptation to the social 
and economic conditions of the 20th century is 
proving to be more difficult. All the questions 
which are stirring the India of today spring 
from these two contradictory sets of conditions. 

The first of these questions, facing both 
Pakistan and India, is how best to create a 
modern state together with the institutions 
and methods needed to ensure its efficient 
working in a society as yet archaic. 

This sub-continent, clearly bounded by the 
Himalayas, the Arakan and the Ocean has con- 
tinually come under the rule of foreign 
conquerors: the forts of Agra and of Delhi are 
impressive monuments to the Mogul power and, 
only yesterday, British Viceroys governed 
400,000,000 Indians. 

In this environment dominated by a concern 
for metaphysics, the notion of the State was 
long an alien concept, and responsibility for 
order rested on the authority and competence 
of a handful of British civil servants. Now that 
these men have left, will their Indian or 
Pakistan successors be capable of administer- 
ing, by western techniques, the developed State 
structures which they have inherited with a 
society as yet largely medieval ? 

Karachi and New Delhi certainly have able 
leaders trained in the British school, but they 
lack that framework of experienced officials on 
which execution primarily depends. We who 
live in an old social structure where the dif- 
ference between the highest and the lowest in 
a hierarchy is, in fact, trifling, cannot easily 
appraise the obstacle created by a. lack of 
officials able to interpret an order. First-rate 
ministers—and India has them—are not enough; 
heads of offices are also needed. 
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How, one wonders, will this education of 
civil servants be carried out, and will the 
Indian administration be able to maintain the 
high level achieved by the previous régime. 
Intelligence is certainly not lacking, but rather 
a certain orderliness of methods, a certain col- 
lective discipline in conduct. How ean an ad- 
ministration of the Western type operate in 
Asia with a national staff? This is certainly one 
of the first questions raised in the mind of an 
observer. 

A gigantic program faces the new leaders 
of India, first in the modernization which is 
closely linked with the problem of illiteracy 
and the magnificent efforts now being made to 
develop the country’s teaching and educational 
resources, 

The technical and administrative work 
earried out by the British was considerable— 
in some respects outstanding—but the need for 
adequate mechanical equipment remains urgent. 
Agriculture is still in the era of the camel and 
the medieval cart, while the existing system 
of land ownership and tilling demands (the 
word is not too strong) a revolution. Moreover, 
the industrialization of the new country—still 
too exclusively agricultural—seems indispen- 
sable, if a too numerous population is to be 
given the chance of existence. This population 
grows by three to four millions every year, 
producing surplus mouths that no one knows 
how to feed, and creating an ever-present 
threat of famine. Charity or assistance cannot 
solve this problem without a complete reform 
of the economy. 

Such a transformation is less urgent for 
Pakistan, but for India it cannot long be de- 
layed. Although India is now a great industrial 
country, and has been for half a century, its 
industrial potential is far from fully developed. 
The time when its former rulers, by treating its 
economy as a colonial one, arbitrarily gave it 
the role of exporter of raw materials and im- 
porter of manufactured articles, has now 
passed. 

The problem now arises which undoubtedly 
more than any other troubles the India of 
Gandhi—when the country has for the first 
time become master of its own destiny. Is the 
vitally needed technical revolution compatible, 
either with the peasant and handicraft tradi- 
tion, or with the requirements of the Hindu 
religion (or, in the ease of Pakistan, with those 
of the Koran)? The tractor will bring into 
India’s 700,000 villages methods of work which 
may profoundly disrupt rural life. And what 
of the handicraft worker on whom Gandhi, 
with his symbolic spinning wheel, had founded 
his entire patriotic and mystic resistance to the 
mechanical inroads of the West? Can we, more- 
over, disregard the fact that many reforms in 
hygiene and technology only too obviously con- 
tradict a ritual tradition to which the people 
are, for the most part, deeply attached? 














Canad. M. A. J. 
Aug. 1951, vol. 65 


CLINICAL AND LABORATORY NOTES 


155 








Sooner or later an answer must be given to 
these questions which, each day, become more 
and more pressing. It is not hard to foresee the 
attitudes likely to be taken in this respect by 
the various sections of the population. 

The officials, and with them the intelligentsia 
of the universities, give first place to the need 
for this modernization, going so far at times as 
- to treat as superstitious the religious beliefs 
likely to raise opposition. The West alone is 
able for the time being to give them technical 
advice and adequate financial aid. But can we 


not sense that they would be prepared, 
eventually, to turn elsewhere for such 
assistance ? 


Officials, intellectuals and technicians are 
not all of India, however. And even amongst 
them, it is worth noting that there are many 
who may revert to the conservatism of their 
elders once the enthusiasm of their youth has 
passed. Is it not possible, therefore, that the 
religious tradition, which is so closely linked 


with the ritual tradition, may once again be- 
come the guiding influence in the country fol- 
lowing a return to the deep-seated feelings of 
the masses? In the next popular election which 
candidate will be listened to and followed most 
closely—the one who advocates a policy of 
tractors, dams, anti-famine measures, progress 
in hygiene, or the one who appeals to the 
ancestral beliefs expressed in respected rites? 
Thus, while the real question is to learn to 
what extent an Asiatic country can absorb and 
use the administrative and technical methods 
of the West, it is also essential to know how 
much the country really wants these methods 
and the kind of life they imply. The values of 
the East are not the same as ours. It is not, 
however, a question of superiority, since there 
is no proof whatsoever that the West is 
superior, but rather one of efficacy. One might 
wish to be twenty years older so as to see how 
India will act in solving these great problems 
which touch the depths of a people’s soul. 





CLINICAL and LABORATORY 
NOTES 


AN UNUSUAL CASE OF PREGNANCY 


P. W. Head, M.D. 
North Battleford, Sask. 


The following is considered to be of enough 
interest to warrant its being reported. 

An Indian woman aged 31 was referred to 
the North Battleford Indian Hospital with a 
diagnosis of pregnancy. 

Examination revealed a woman 47 inches tall 
and weighing 6714 lb. with a marked deformity 
due to kyphosis, lordosis and scoliosis of the 
spine and the bony structure of a 15 year old 
child. The abdomen was very protuberant. 

Careful palpation and auscultation of the 
abdomen together with x-ray examination re- 
vealed an estimated eight months’ pregnancy 
lying transversely across the abdomen. The 
plates showed the marked deformities of the 
spine and an infantile type of pelvis. 

The following measurements were taken: 7th 
cervical vertebra to 5th lumbar vertebra 9 
inches; 5th lumbar vertebra to tip of coeeyx 3 
inches; top of sternum to pubie arch straight 
measurement 13 inches; top of sternum to 
pubie arch following body contour 16 inches; 
xiphoid sternum to pubic arch 6 inches. 

With these data on hand and the patient 
complaining of indefinite pains a Cesarean 
section was immediately performed. Due to the 
marked deformity of the patient’s body to- 
gether with the short distance between ribs and 
pelvis it was extremely difficult to obtain suf- 
ficient room to manipulate the baby, which lay 
transversely across the pelvis with the face 
anterior. After a few anxious minutes the_child 
was finally delivered and the operation com- 








Fig. 1 
pleted. 

The baby, a girl, weighed 5 lb. 8 oz. She was 
slow to respond and was given coramine and 
adrenaline and finally lobelin before satis- 
factory respiration was established. 

A later check up of the child showed some 
strabismus and an apparently normal body 
structure but the femurs appeared to be shorter 
than normal for a child of her age. 

The mother was able to nurse the child and 
at the end of seven weeks it had gained 2 lb. 
5 oz. over birth weight. 
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EDITORIAL 


THE ANNUAL MEETING IN MONTREAL 


HE general meeting of our Association is a 

recurring event with a period of gestation 
of one year, a prolonged labour and the eul- 
minating birth of the occasion itself. These 
meetings may well be thought of as children 
of our Association, for in them there is a con- 
tinual strengthening of our organization and a 
perpetuation of our purposes and aims. The 
Montreal meeting has now taken its place in this 
large family, in which of course it already has 
many other representatives, though none more 
notable. 

From the beginning to the very last day the 
weather was fine, and what that means in the 
success of a convention hardly needs to be told. 
The Council reached a record attendance, and 
its all important work was earried through 
with a vigour and thoroughness for which 
much eredit must be given to the experienced 
handling of the Chairman. The details of the 
business will be found in the regular report to 
appear in the September issue, but two matters 
may be referred to here; (a) the standardiza- 
tion and approval of hospitals in Canada; (b) 
the developments within the Section of General 
Practice. It must now be generally realized 
that the important task of hospital standardiza- 
tion which has been and still is carried on by 
the American College of Surgeons is to be 
undertaken by other bodies. But even before 
the A.C.S. made known that they were to with- 
draw from this field our Association, on the 
suggestion of Dr. Kirk Lyon, had begun to 
consider our taking on at least some of the 
responsibility for this work. Now of course it 
is even more urgent that we should examine 
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our responsibilities in the matter. The Council 
discussion resulted in the decision that our 
Association should take the lead in setting up a 
body for standardization and approval of hos- 
pitals in Canada. From now on the ways and 
means of doing this will be studied intensively. 
They will involve not only the co-operation of 
other interested organizations, but the raising 
of funds which of necessity will be very con- 
siderable. 

It is not to be expected that a plan of such 
magnitude can be put into operation rapidly. 
Its development will be watched and reported 
on from time to time. 

The Section of General Practice gave clear 
proof of the keenness and resolution with which 
it is building up its organization. Council went 
on record as favouring “the establishment of a 
Department of General Practice in all hos- 
pitals large enough to be departmentalized”. 
There is full realization that the general prac- 
titioner cannot ask for greater privileges on 
hospital staffs until he has shown his willing- 
ness to accept the responsibilities and work 
associated with such appointments. Linked 
with such recognition of the general practi- 
tioner therefore is the necessity for postgradu- 
ate education. The earnestness with which the 
Section took up its planning for these objec- 
tives was extremely impressive. To a breakfast 
meeting at 7 a.m. there was added an extra 
session on Saturday morning. If the Section 
can continue to produce men who are willing 
to sacrifice so much of their time to its interests 
it need not fear for its future. We shall later 
publish accounts of these proceedings. 

The convention was also notable as the first 
one at which television in colour was on the 
program. Its inclusion was fully justified. The 
selection of subjects had been made with 
extreme care, and it was obvious from the 
large attendance and the close and continued 
attention that TV in colour has a strong appeal. 

On the social side there was an embarras de 
richesse. The welcoming reception given by the 
City of Montreal at the Chalet of Mount Royal 
was a memorable occasion. Mayor Houde had 
told us in a luncheon address how genuine a 
pleasure he had in welcoming visitors to Mon- 
treal, and his enjoyment as official host at this 
reception was plain to see. Montreal gave full 
evidence of its high reputation as a convention 
city. 
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THE DISCLOSURE OF PROFESSIONAL 
CONFIDENCES 


HE question of divulging professional infor- 

mation always arises when medical services 
are paid for by a third party. Whether the 
arrangement is compulsory or voluntary, it 
leads eventually to professional information re- 
garding patients being given to someone else, 
either with or without the patient’s formal per- 
mission. 

This has presented a disturbing aspect to the 
profession, since it threatens one of the most 
vital relations between the doctor and his pa- 
tient. And yet there is no question that nowa- 
days detailed reports on patients are continually 
being handed to employers or to agencies of 
various serts without the patient being consulted. 

A recent comment on this matter has appeared 
in the Saskatchewan Medical Quarterly (April, 
1951), and we feel that it deserves wide pub- 
licity. After referring to the problem of divulg- 
ing professional information, the College of 
Physicians and Surgeons of Saskatchewan goes 
on to say: 


‘‘In order to make clear the physician’s responsi- 
bility in respect to all these prepaid medical care 
plans, voluntary or compulsory, the opinion of the 
College Solicitor was sought. Mr. Moxon’s letter is 
published in full and it is a very important decision. 

‘On October 20 you wrote about the position of 

a member of the College who is required to give 

information about his treatment of a patient to 

Government Departments and Boards. 

‘There can be no question of legal liability under 
the law of defamation. The occasion is ‘‘ absolutely 
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privileged’’ to use the lawyer’s terms. No question 
of motive of the Doctor could arise. There is no 
doubt also that so far as Section 42 of the Medical 
Profession Act is concerned there would be no 
breach of the provisions of the Act—that is, it 
could not possibly be held to be unethical conduct 
since it would not be the betrayal of a professional 
secret. 

‘So far as the Department is concerned there is 
no professional secret in respect to the treatment 
over which the Department has jurisdiction. We all 
must realize now that the old standards are no 
longer applicable to present day conditions. We 
have become wards of the State or Province and 
information supplied to those who are supposed to 
guide our destinies and care for our welfare is in 
a different sphere altogether from information that 
might be passed around the community in earlier 
years. It is true that there are various employees of 
the Department who will see the information and 
report, in the course of their work but this is 
inevitable and so far as the Doctor is concerned 
there has been no publication by him to an un- 
authorized person. Even if the disease which is 
being treated by the Doctor is a ‘‘social’’ disease 
he is still entitled to and in some cases bound to 
report to the proper authorities. If people want their 
bills paid by the State they must take the conse- 
quences and no Doctor should have the slighest hesita- 
tion in giving such details as are necessary so that the 
Department in question can form the proper judg- 
ment as to whether the treatment comes within their 
regulations ’.’’ 





Editorial Comment 


Let's Keep the Diphthong 


Is it hemithorax or hemothorax? If written 
as hemithorax and hemothorax, one may tell’ at 
a glance whether it is one-half of the thorax 
or blood in the thorax. Similarly hemicranium 
eould not be confused with hemocranium, The 
diphthong has its place in medical terminology. 

J. A. STEWART DORRANCE 





MEN and BOOKS 


THAT OLD RASCAL MONTAIGNE* 


C. H. Gundry, M.D. 
Vancouver, B.C. 


We have recently celebrated the centenary 
of the birth of Sir Wm. Osler. His writings and 
the personality he established as the ideal phy- 
sician have probably contributed even more to 
his lasting fame than have his original clinical 
and scientific works. For these reasons it would 
seem particularly appropriate, in a society 
named after him, to devote some attention to 
some of the non-medical books that influenced 
him. One of his literary loves was Sir Thomas 
Browne who lived through the disturbing times 


* Delivered before the Osler Club, Vancouver, October 
17, 1949. . 








of civil war in England, quietly in Norwich. In 
the introduction to one edition’ of his works 
there is a beautiful sentence ; 


‘*Browne, silent through the whole commonwealth 
period found his voice again in a meditation on ‘cinerary 
urns’ and the ‘elegant co-ordination of vegetables’ as 
majestically irrelevant as Paradise Lost itself to the 
passions and policies of the hour.’’ 


His name has come to be very closely linked 
with Osler’s; in medical circles at least, it is 
probably true that most of his present-day 
reputation is the result of Osler’s advocacy. 
There is an interesting paper about him in this 
Journal.? 

Montaigne, another of Sir William’s book 
friends, was a greater writer than Browne, but 
one with whom his name has not been so closely 
associated. He developed his supreme gift of 
detachment and his philosophy of “what do I 
know” in the cruel and turbulent and intolerant 
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times of the French dynastic and religious 
quarrels of the 16th century. The insecurity 
and the weakening of respect for human indi- 
viduality that have marked our own times may 
be added to Sir Wm. Osler’s interest in them 
to make Montaigne and Browne peculiarly 
sympathetic subjects for study by physicians 
today. Of the two, Montaigne is more tough 
fibred, less credulous, somehow more modern. 

There are several references in Cushing’s biog- 
raphy to testify to Osler’s feeling for Montaigne. 
Speaking of education, and contrasting a dawn- 
ing liberalism with the past emphasis on spoon- 
feeding with grammar and soulless translation 
of classics, Osler said in a lecture: “How dif- 
ferent now that Montaigne and Milton, and 
Locke and Petty, have come into their own and 
are recognized as men of sense in the matter 
of training youth”. Osler referred to Sir 
Thomas Browne as his lifelong mentor but 
Montaigne was one of his favourite authors— 
and he was “That old raseal Montaigne’. Writ- 
ing after his son was killed in action, Sir 
William said “He had developed a rare taste 
in literature and was devoted to all my old 
friends of the spirit—Plutarch, Montaigne, 
Browne, Fuller, and above all Izaak Walton”. 

A great American writer, a little farther re- 
moved from us in time than Osler, who 
cherished Montaigne as a friend was Ralph 
Waldo Emerson. In his book “Representative 
Men”, Montaigne is his example of the skeptic. 
“Who shall forbid a wise skepticism, seeing 
that there is no practical question on which 
anything more than an approximate solution 
can be had?”, he asks, and he professes a 
“personal regard” for Montaigne whom he 
ealls “this prince of Egotists” and “this admir- 
able gossip”. Telling how he discovered and 
read Montaigne he says “It seemed to me as if 
I had myself written the book, in some former 
life, so sincerely it spoke to my thought and 
experience”. 

The article on Montaigne in the Encyclo- 
pedia Britannica (11th ed.) says that his book 
“has hardly been second in influence to any in 
the modern world”. He originated the literary 
form of the essay and the Encyclopedia article 
states that Montaigne is “one of the few great 
writers who have not only perfected but have 
also invented a literary kind”. Bacon, whose 
life span overlapped Montaigne’s, about a 
generation younger, was greatly influenced by 
him. He took the term “essay” from him and 
was the first English writer to employ it. The 
themes of many of his essays, and his treatment 
of them suggest that he followed the originator 
closely. Montaigne was translated by Cotton, 
the friend of Izaak Walton, and his essays are 
amongst the sources from which Shakespeare 
drew.? Compare, “the taste for good and evil 
depend for a good part on the idea we form 
of them” with Hamlet’s “There is nothing either 
good or bad but thinking makes it so.” Material 
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from Montaigne’s essay on cannibals appears 
very slightly changed in “The Tempest”. 


Letters should not be known, riches, poverty and use 
of service, none; contract, succession, bourn, bound of 
land, tilth, vineyard, none. No use of metal, corn or 
wine or oil: No occupation. 


Michal Eyquem de Montaigne was born in 
1533. His father was a prosperous man of 
business and mayor of Bordeaux, as well as a 
country gentleman. His very ingenious ideas of 
education show that novel theories about how 
children should be reared did not appear for 
the first time in our day. Montaigne was 
brought up to speak Latin as his native tongue; 
he says he knew no French until he was six, 
and a musician was always kept in the house- 
hold to awaken him with the sounds of music 
“because some hold that it disturbs the tender 
brains of children to wake them in the morn- 
ing with a start”. 

Montaigne became a lawyer and played some 
part in state affairs and at the court, but he 
was a hater of cruelty and superstition in an 
age of judicial torture, when witchcraft was 
almost universally believed in, and he seems to 
have withdrawn from the confusion of his day 
and country in 1571 to his own estate, at the 
age of 38, “consecrating his sweet retreat to 
his liberty and tranquillity and leisure”. He had 
a study off the library which was on the third 
floor of the tower of his chateau where he shut 
himself up, to study himself, and to read. 
Maybe this was the original ivory tower. But 
he was no hermit. “The easy access to my house 
is perhaps a reason amongst others why it has 
escaped the violence of our civil wars.” 

It was after the massacre of St. Bartholo- 
mew’s Day in 1572 that he first began to write, 
and the first edition of his essays was published 
in 1580. He subsequently travelled in Italy and 
Germany and Switzerland, was thrice mayor of 
Bordeaux and twice was host to Henry of 
Navarre. Thus in spite of his great detachment 
and taste for solitude, he was not a recluse but 
a widely experienced man. 

Our present age is one that values enthusi- 
asm and direct action very highly it seems, and 
the term skeptic has rather an unkind sound 
now. Perhaps at times, in affairs in general and 
in medicine in particular, we could profit from 
a little astringent skepticism. Be that as it may, 
Montaigne’s doubts were exercised, though 
rather discreetly so as not to get him uselessly 
into difficulties in an age when religious in- 
tolerance and witch hunting were creating 
some of the darkest scenes in modern history, 
comparable probably only to some of our own 
day. It must have been risky to write this about 
torture in his day: “The invention of tortures 
is a dangerous invention; they seem a test of 
endurance, rather than of truth,” and, “I speak 
my opinion freely in all things . . . my opinion 
of things is intended to show the measure of my 
sight, not the measure of the things them- 
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selves”. Montaigne kept himself neutral when 
he could find no party worthy of his loyalty: 
“IT observe in this dismemberment of our 
country and these divisions into which we are 
fallen, that every man labours to defend his 
cause, but even the best of them does so with 
lies and dissimulation”; and, “If there be a 
man whose morals are turned to a higher key 
than that of his age, let him either twist or 
blunt his rules of conduct, or (which I would 
rather advise him to do) let him retire into 
private life”. He lived out his life with zest 
and humour and left his record of a moderate, 
highly civilized, very human, and very free 
mind. He was a friend of two princes in his 
own day, and Emerson and Osler are examples 
of great men who have testified to their friend- 
ship for him in later ages. 

In many ways, in his doubts about scholastic 
authority, his hatred of cruelty, his respect for 
honest dealing, his contempt for superstition, 
his ideas about education, and about equality of 
sexes, he presents a picture of moral and 
mental development that makes him a man of 
all the ages, shining out in contrast to the 
cruelty of his day and his country. He has 
other qualities however which reflect virtues of 
his own time, some of which could enrich our 
twentieth century if we could cultivate them. 
In the sixteenth century men believed in a 
divinely ordained unity of nature; it included 
the whole universe, mineral, vegetable, animal, 
human, angelic. It was meaningful, there was 
no suggestion that it was accidental or 
mechanical. All things and beings were held to 
be part of this divine order; it was not only 
kings who had divine rights. There was none 
of our conception of equality amongst men but 
nevertheless each man had his very real feeling 
of personal relationship with God and also of 
the dignity of his humanity. Shakespeare shows 
this feeling for individuals, even his minor 
characters are very real and distinct, they are 
never just “types”. There is no contempt or con- 
descension for men of “low degree”. 

In spite of intolerance and superstition it 
was an age with a great sense of wonder, a 
tremendous craving to grasp the meaning of 
the whole scheme of things, a confidence that a 
scholar could master the whole field of knowl- 
edge and an instinctive interest in the indi- 
viduality and infinite variety of human nature. 
There was a great gap between the dogmatism 
of religion and the creativeness and adventur- 
ousness of the late renaissance in the fields of 
arts and sciences. It was a lusty creative age 
that produced many immortal figures but few 
if any of them would be as congenial by a 
twentieth century fireside as Montaigne. Am- 
brose Paré, “the father of modern surgery”, for 
instanee, was a die-hard believer in witches and 
devils, but Montaigne was a doughty humorous 
fighter attacking in a subtle way the obstacles 
which the intolerance of both Catholic and 
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Protestants was placing in the way of freedom 
of thought. 

The essays tempt one to endless quotations. 
One’s aim in speaking about them should be 
to give just a taste of their range and style 
as an inducement to read them in their entirety. 
It is likely that Montaigne would have exer- 
cised his wit most devastatingly on our modern 
“digests”, could he have written an essay on 
them. Anyone who attempted to condense his 
book would certainly be haunted by the jeers 
of his ghost. However, perhaps it is safe to 
point to some of his themes that might be of 
special interest to physicians. 

He discusses pain, death, loss of money, sick- 
ness, and contempt, and reduces men’s dread 
for those calamities to a dread of pain. Then 
with his usual method of presenting stories to 
prove his point and testing it with his common 
sense, decides that pain ean be greatly ag- 
gravated or greatly reduced by one’s state of 
mind. This is a familiar notion just now in 
“psychosomatic” discussions of intractable 
pain. 

Of death he says: “The first day of your birth 
starts you on the road to death”. “Death is the 
condition of your creation, it is a part of you— 
Life itself is neither good or evil, it is a scene of 
good and evil as you arrange it.” “The last step 
does not cause the lassitude, it declares it. All 
days journey towards death, the last arrives 
there.” “Let us disarm him of his strangeness, 
let us become familiar and conversant with him 
and keep nothing so frequently in our thoughts 
as death. He who has learned to die has un- 
learned to be a slave.” 

On the power of Imagination: “It is likely 
that miracles, visions, enchantments, and the 
like extraordinary phenomena derive their 
credit chiefly from the power of the imagina- 
tion, acting principally on the more impression- 
able minds of the common people”. He devotes 
considerable discussion to the subject of 
psychic impotence and how he cured a friend 
of that affliction by using an amulet, but says; 
“The action was foreign to my nature—I hate 
to practise cunning—if the action is not vicious 
the road is”. He goes on to say how other mem- 
bers of the body are disturbed by imagination. 
“Why do the physicians begin by playing on 
the eredulity of their patients with so many 
promises of cure if not to the end that the 
power of imagination may assist the imposture 
of their decoctions?” 

Of custom he says: “The laws of conscience 
which we say are born of custom. As every man 
holds in inward veneration the opinions and 
manners approved around him, he is unable to 
let go his hold on them without remorse.” He 
gropes long before Freud for the origin of the 
taboo on ineest, and concludes it must be 


ascribed to custom and not to nature. 
He had a good deal to say about doctors and 
medicine—he suffered from stone in the blad- 
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der, and wrote about his symptoms with great 
vividness. “. . . to those who urge me to take 
physic (when sick) I reply that they may wait 
at least until I am restored to health and 
strength in order to be better able to support 
the effect and danger of their potions. I allow 
nature to work and suppose her to be armed 
with teeth and claws to defend herself .. .”; 
and, “They know Galen indeed, but they know 
nothing of their patient”. However in another 
essay he is a little more kindly. “On the whole 
I honour the physicians not... because they 
are necessary ... but for love of themselves, 
having met many honest and likeable men 
among them.” On account of his bladder stones 
he visited spas in France and Germany and 
Italy and Switzerland. He concludes that the 
waters do no harm internally and that bathing 
is a salubrious practice for anyone, but he 
ridicules the various centres for rigorously in- 
sisting on quite different regimens. He charac- 
teristically favours the baths “which are most 
pleasantly situated, and which offer the most 
advantages in the way of lodging, food, and 
society”. 

He scoffs at pedantry and pretentiousness 
and professional jargon but admires learning 
and common sense—wisdom comes from digest- 
ing what is learned, not by adding more and 
more undigested facts. He justifies plagiarism 
if he can make use of what he borrows. 

His discussion of suicide is noble and illus- 
trated by numerous examples; he gives argu- 
ments in favour of it. “Life depends on the will 
of others, death on our own,”’; and, “Life is 
slavery if the freedom to die is wanting”. He 
discusses the customs of different people in re- 
gard to suicide, and the religions and legal ob- 
jections to it. He says “The idea of disdaining 
life is ridiculous. For after all it is our being, 
it is our all.” “But it is contrary to nature that 
we should despise and carelessly set ourselves 
at naught. It is a malady confined to man... 
to hate and despise himself.” . . . “Intolerable 
pain and the fear of a worse death appear to 
me the most excusable inducements.” That 
laconic rather non-committal sentence is the 
closing one in his essay on suicide. In another 
place, speaking of his suffering from stone he 
says, “The more it oppresses and troubles me 
the less shall I fear to die”. but, “and God grant 
that if its violence exceeds my powers, it will 
not in the end drive me to the other, and not 
less wicked extreme, to love and desire death”. 


He discusses the interdependence of body and 


mind and in different places gives instances of 
how inherent temperament, wounds, diseases, 
and “violent passions”, can lead to mental dis- 
ease, this in the hey-day of witch hunting, when 
the blows of the “witches’ hammer”—the “mal- 
leus maleficarum” —were ringing throughout 
Europe.* He says “many of the delusions of the 
world, or to speak more boldly, all the delusions 
of the world, are begotten of our being taught to 


be afraid of professing our ignorance ...”’, and, 
“The witches of our neighbourhood are in 
danger of their lives when anyone brings fresh 
witness to bear to the reality of their visions” 
... Thank God I am not to be cuffed into 
believing” . . . “We must not always attach 
too much weight to the confessions of these 
people against themselves, for they have some- 
times been known to accuse themselves of having 
killed persons who turned out to be alive and 
in good health”. As citizens, doctors should be 
a level-headed influence and our day has de- 
veloped its own ecredulous weaknesses and its 
own sort of witch hunting. 

Rejection of beliefs and ideas that had to be 
accepted on the basis of authority and that failed 
to jibe with his common sense, acceptance of 
diversity and individual idiosyneracies as the 
essential mark of human nature, respect for 
common people, conviction that body and soul 
have equal rights, and that reason exercises only 
a moderate influence over our actions, zest for 
life and contempt for humbug, and a lively 
flickering sense of humour are some of Mon- 
taigne’s qualities that would have made him a 
good doctor. Like Sir Wm. Osler he valued men 
more than abstract ideas. His interest in death 
he also shared with Osler who referred to him- 
self once as “A student for many years in the 
art and of the act of dying”. 

The pursuit of “security” and the morbid 
avoidance of effort and discomfort have become 
the marks of a sort of cult in our day—a fear 
of death hand in hand with a luke-warm love of 
life. At the same time, what with lack of tran- 
quillity, automobiles, and atomic bombs, there 
are weighty reasons why it might be well for 
us to familiarize ourselves with the face of death. 
Such generalizations are treacherous but still, 
for lessons in learning to live, and learning to 
die, Montaigne like Sir William Osler would be 
a very mature fireside crony. 
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or aureomycin the temperature remains elevated for a 
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ture elevation is not clear but the mechanism of action 
may be somewhat similar to foreign body reaction.— 
Booher, et al., J. Pediat., 38: 411, 1951. 





Canad. M. A. J. 
Aug. 1951, vol. 65 


ASSOCIATION NOTES 


161 











ASSOCIATION NOTES 


THE COLOUR TV PROGRAM 


The accompanying pictures are scenes from the tele- 
vision program. Fig. 1 shows the quadruplets born under 
the care of Dr. John MacDonald of Sault Ste. Marie, 
Ont., who accompanied them to Montreal for their ap- 
pearance on the telecast. A group of Montreal doctors 
is watching the children:—from left to right, Dr. G. W. 
Halpenny; Dr. Campbell Gardner; Dr. Harcourt Church; 
Dr. Gilbert Turner. The inset in the second picture shows 
Dr. Wilder Penfield in his telecast on interviewing a 
patient. 


Dr. Robert Janes of Toronto was the only visiting 
surgeon on this program, and special note may be made 
of his excellent operative work under unfamiliar sur- 
roundings. 

The second picture gives some idea of the compli- 
cated instruments required for the telecast; and in 
addition there were the special cameras; the special 
distributors from the hospital and the receivers at the 
hotel; and finally the receiving cabinets themselves in 
the hotel. All these were set up specially. The smoothness 
with which the arrangements worked must be credited 
to the hard work of the committee under Dr. Campbell 
P. Gardner, and the unwearying efforts of Messrs. Smith, 
Kline & French Inter-American Corporation, to whom 
we are indebted for this first showing of colour TV in 
Canada. (Photos by Graetz Bros.) 








THE LONDON LETTER 


Physicians’ Art Salon* 

With a total entry list not far short of 600 
exhibits, the seventh Physicians’ Art Salon 
made a successful appearance in Montreal June 
18 to 22. 

The most frequent comment was that this 
vear’s salon had “gone modern”. To a degree 
this was true, since the salon did include a 
fairly large proportion of impressionist studies. 
Notable among them was “Marrakech”, an 
entry of Mr. Claude Jutras of Montreal, which 
was awarded first prize in the fine art section. 


The judges remarked in awarding the prize, 


that Mr. Jutras’ entry showed “a significant 
sense of the abstract”. Mr. Jutras, a University 
of Montreal medical student and son of Dr. 
Albert Jutras, set something of a salon record 
by also receiving recognition for his photo- 
graphic work. His study “Joan”, which the 
judges said “exuded impersonality and time- 
lessness”, was given an award of merit. 

Dr. L. J. Notkin, another Montrealer, was con- 
ceded first prize in the monochrome photog- 
‘aphy section for his snow scene “Taps”. Com- 
menting, the judges said the work showed 
“quality and strong composition in a low key”. 

First prize winner in the colour transparency 
section was Dr. A. J. Grace of London, Ont., 
for his entry “Untimely Winter”. In comment- 
ing the judges gave the opinion that the work 
showed “a sensitive artist behind the camera, 
with fine composition and fine cohesive charm”. 

Judges for this year’s salon were all outstand- 
ing authorities in their fields. Members of the 
panel were the widely-recognized Canadian 
artists Dr. Arthur Lismer and Mr. Sherriff Scott 
and the well-known photographer and eritic 
Mr. Raymond Caron. 

Particular attention was drawn this year to 
the special section of the salon set aside for the 
work of first prize winners in previous salons. 
Their work was grouped in the “Palette. Club” 
section and their entries were hung hors con- 
cours. 

One other innovation this year was the award 
of a “popularity prize” for fine art and another 
for black and white photography, based on the 
results of a poll among visitors to the salon. 
Winners were Dr. J. B. Maxwell, of Toronto, 
for his painting “Birch Lake’, and Dr. Norbert 
Vézina, of Outremont, for his photograph 
“L’enfant au manteau noir”. 

Following is a full list of prizewinners: 


FINE ARTS EXHIBITS 

1st Prize—M. Claude Jutras, Montreal, Que. ; 
2nd Prize—Dr. W. D. S. Cross, London, Ont.; 
3rd Prize—Mr. Talbot Déry, Quebec, Que. 

Awards.—Dr. M. C. Mooney, Farnham, Que. ; 
Dr. L. J. Notkin, Montreal, Que.; Dr. W. J. 
Hart, East Kildonan, Man.; Dr. R. F. Ross, 
Truro, N.S.; Dr. John Parnell, Vancouver, B.C. ; 
Dr. Paul Lariviére, Montreal, Que. ; 


* Sponsored by Frank W. Horner, Ltd., of Montreal. 
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MONOCHROME PHOTOGRAPHY 


Ist Prize—Dr. L. J. Notkin, Montreal, Que. ; 
2nd Prize—Dr. Max O. Klotz, Rockceliffe, Ot- 
tawa, Ont. 

Awards.—M. Claude Jutras, Montreal, Que. ; 
Dr. A. B. Walter, Saint John, N.B.; Dr. B. S. 
W. Brown, Granby, Que. 


CoLouR TRANSPARENCIES 


Ist Prize—Dr. A. J. Grace, London, Ont.; 2nd 
Prize—Dr. F. E. Wait, Saskatoon, Sask.; 3rd 
Prize—Dr. S. J. Navin, Caramat, Ont. 

Awards.—Dr. L. E. Jaquith, Toronto, Ont.; 
Dr. A. F.. Perl, Sarnia, Ont.; Dr. Helen Me- 
Kinley, Toronto, Ont.; Dr. W. W. Hughes, 
Embro, Ont.; Dr. R. M. Taylor, Deep River, 
Ont. 


SPECIAL CORRESPONDENCE 


The London Letter 


(From our own correspondent) 


B.M.A. ANNUAL MEETING 


The Annual Meeting of the British Medical Associa- 
tion this year was to have been held in South Africa. 
Unfortunately, this arrangement had to be cancelled at 
a relatively late date as the Medical Association of South 
Africa was not able to obtain an assurance from their 
government that no difficulty would be placed in the 
way of any member of the B.M.A. from any part of 
the world wishing to attend the meeting. By the time 
this decision was reached, it was not possible to make 
alternative arrangements for holding the full program 
of meetings elsewhere, and all that could be managed 
was to hold the annual representative meeting in London, 
and this has just taken place. Fortunately, Dr. A. W. 
S. Sichel, the President of the South African Medical 
Association, who had been elected President of the 
B.M.A.° for 1951-52, was able to come to London to 
deliver his presidential address. This was some consola- 
tion for the disappointment which had been felt in both 
South Africa and over here at the cancellation of the 
meetings in the Union, and Dr. Sichell’s installation as 
president was carried out with all the traditional 
ceremony associated with this occasion. 

The chief item for discussion on the agenda of the 
annual representative meeting was the vexed problem of 
remuneration of general practitioners. It is a devastat- 
ing commentary on the chaotic state of the National 
Health Service that three years after its inauguration 
the general practitioners of the country are still await- 
ing a satisfactory answer from the Ministry of Health 
to their claim for adequate remuneration. Under these 
circumstances the impatient demands of a certain section 
for ‘‘strike’’ action can be fully comprehended, but by 
a large majority the meéting agreed in principle to 
their case for increased payments being referred to 
arbitration. This decision was largely influenced by the 
conciliatory attitude that has been' adopted by the new 
Minister of Health since he assumed office a few months 
ago. His task is not an enviable one in view of , the 
adamant attitude of the Treasury on the maximum 
annual expenditure on the Service. It may well be that 
the necessary money may need to be found within the 
allotted budget, but found it must be because a satisfied 
and adequately paid general practitioner service is the 
basis of the whole Service. 
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FESTIVAL CELEBRATIONS 


To compensate for the loss of the scientific meetings 
which are always such a prominent part of the annual 
meeting of the British Medical Association, and which 
had to be cancelled this year as a result of the last- 
minute cancellation of the arrangements to hold the 
Annual Meeting in South Africa, the Association co- 
operated with the Royal Society of Medicine in organ- 
izing a festival program of symposia. The idea of hold- 
ing such a series of symposia in London as part of the 
Festival of Britain celebrations had occurred independ- 
ently to the Royal Society of Medicine, and the result 
of this collaboration has been an interesting series of 
symposia covering practically the entire range of medi- 
cine. The attendances have been excellent, and in the 
ease of some of the symposia, such as those on antibiotics 
and on ACTH, all the tickets were taken up within a 
short time of the announcement of the program. 

One of the most encouraging features of these meet- 
ings has been the large attendance of visitors from 
abroad, particularly the Dominions. For this reason, if 
no other, it was unfortunate that no time was allowed 
for discussion of individual papers. On the other hand, 
if discussion had been allowed, either the number of 
papers wovld have had to be reduced, or individual meet- 
ings would have gone on for an inordinately long time. 
As it was, the chairmen of symposia had often a difficult 
task keeping contributors to their allotted schedule. Little 
new has been reported at these meetings, but they have 
provided the opportunity of reviewing the present status 
of medicine—which, after all, was their main function. 


HOSPITAL STAFF TRAINING 


The beneficial action of voluntary enterprise in en- 
hancing the efficiency of bureaucracy is nowhere better 
illustrated than in the latest activity of the King 
Edward’s Hospital Fund—the establishment of a Hos- 
pital Administration Staff College in London. The 
college, which is being operated by the Fund at a cost 
of about £20,000 a year, has living accommodation for 
twelve residents. The scope of the training will be two- 
fold: the training of younger men, and refresher courses 
for more experienced men. The training course for the 
younger men will last two years, and of this time nine 
months will be spent in residence at the college, and 
fifteen months in practical work in hospital. The course 
will be run on university lines but—a refreshing note 
these days—there will be no examination or diplomas. 
Hospital administration in this country badly needs over- 
hauling, and not the least of the benefits which these 
highly trained administrators will be able to bring to 
their hospitals is a reduction in the almost astronomical 
additions to hospital administrative staffs which have 
been made since 1948—without any apparent increase 
in the efficiency of the institution. 

London, July, 1951. WILLIAM A. R. THOMSON 
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Dr. James Walter Coulter, of Chatham, died on May 
2 in the Chatham Public General Hospital, following an 
illness of five years. Born in Chatham Township, he 
graduated from Queen’s University Medical School. 
While in Kingston he served during the First World War 
with the Queen’s Contingent and later rose to the rank 
of major in the Royal Army Medical Corps. He was 
wounded while serving in his medical capacity in France. 

Dr. Coulter also served the city of his adoption as 
medical officer for the Kent Regiment for many years, 
and was also the physician for the county jail and the 
Canadian National Railways. He was a member of the 
Kent County Medical Association. Besides his widow 
he is survived by two sons, Dr. Patrick T. Coulter, of the 
Mayo Clinic, Rochester, Minn., and Dr. Stuart G. (Mike) 
Coulter of Toronto. e 





Dr. Charles J. Copp, aged 76, died on June 3 after a 
long illness. In addition to his medical practice, Dr. Copp 
had taken a lifelong interest in the St. John Ambulance 
Brigade, and had been its Ontario secretary for 31 years. 
Dr. Copp was born in Toronto and graduated from 
Trinity Medical College in 1897. He worked at St. 
Thomas’ Hospital in London, and became a Licentiate of 
the Royal College of Physicians in 1899. He later became 
a Member of the Royal College of Surgeons and the 
Ontario College of Physicians and Surgeons, and a 
Fellow of Trinity Medical College. While carrying on 
private practice in Toronto, Dr. Copp was professor at 
the Ontario Medical College for Women. He was presi- 
dent of the Academy of Medicine in Toronto in 1941-42. 
He leaves his widow, a son, Dr. D. Harold Copp of Van- 
couver and a daughter. 





Dr. Edward Craig died on May 23 in St. Lambert, 
Que., after a long illness. He was 56. Born in 1895 at 
North Gower, Ont., he studied at McGill University 
where he graduated from the Medical School in 1917. 
He then served overseas in the Canadian Army Medical 
Corps. Dr. Craig is survived by his widow and three 
daughters. 





_ Dr. Evans G. Davis, C.M.G., V.D., F.A.C.S., aged 66, 
died on May 24 following a four-week illness. Born in 
London, Ont., he graduated in medicine from the Uni- 
versity of Western Ontario in 1906. In 1914 Dr. Davis 
was instrumental in raising No. 3 Canadian Stationary 
Hospital, with which he went overseas as second in 
command with the rank of major. He was stationed first 
with the hospital on the island of Lemnos, in the Eastern 
Mediterranean, where he became officer commanding the 
unit and was awarded the C.M.G. order. He returned to 
Canada in 1917 with the rank of colonel to become 
assistant director~“of medical services in Saskatchewan, 
District No. 12, and later director of medical services 
for all of Canada in the Department of Soldiers’ Civil 
Re-establishment. He was twice mentioned in despatches. 
In 1939 he was moved to Ottawa as deputy director- 
general of medical services for Canada. He remained in 
this office until 1942 when he came back to London and 
again resumed his private practice. He was a past presi- 
dent of the Ontario College of Physicians and Surgeons, 
and a Fellow of the American College of Surgeons. 





Dr. J. Raymond Hebert, retired member of the 
Montreal Health Department’s medical staff, died sud- 
denly on May 26. He was 66. Dr. Hebert studied medicine 
at the University of Montreal. He practised here for 
many years and was also associated with the city Health 
Department. He was a member of the Montreal Medical 
Society. Surviving are his widow, a daughter and a son. 





Dr. John Kershman died on June 27, of a coronary 
attack. He was 43 years old. Born in London, Eng., Dr. 
Kershman came to Montreal to study at McGill Univer- 
sity, where he obtained the degrees of B.Se., M.Se. and 
M.D., C.M. He served with the Royal Canadian Air Force 
in the Second World War as chief consultant. in electro- 
encephalography, and consultant in neurology and psy- 
chiatry, retiring with the rank of squadron leader. 
Following his McGill studies, Dr. Kershman had served 
for several years as research fellow at the Montreal 
Neurological Institute. 

He joined the staff of McGill University in 1942 and 
became executive assistant to Dr. Wilder Penfield, 
director of the Neurological Institute in 1943. He is 
survived by his widow and three daughters. 





Dr. Donald S. Lighthall of Picton, Ont., died on 
May 9. His passing is a great loss to Picton and Prince 
Edward County. He was in his 74th year. He was coroner 
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for Prince Edward County and Medical Health Officer 
for the Town of Picton for two periods. He was in charge 
of medical services for the County Old People’s Home. 
Dr. Lighthall was born in Picton in 1878. After gradu- 
ation from University of Toronto, he practised in Idaho 
for a number of years before returning to Picton. Dr. 
Lighthall was a keen student and an authority on geology 
of the county. He was a collector of rare guns and 
Indian lore and leaves a precious collection. Mrs. Light- 
hall survives him. 


Dr. W. W. Martin died suddenly on June 18 in 
Grafton, Ont. In poor health for the past two years he 
died at the age of 53. Born at Lucan, he graduated in 
medicine from Western University in 1924. He practiced 
at Goderich, Foleyet and Hornepayne before coming to 
Grafton in January of this year. He leaves his widow, 
a daughter and a son. 


Dr. William Meldrum died at his home in Toronto 
on May 17. He was 77. Dr. Meldrum raced horses to win 
the Canadian Pacing Derby twice—in 1938 and 1939. The 
community centre in Norwich is named Dillon Park after 
‘<Dillon Mac’’, the horse with which Dr. Meldrum 
established a mile record at Goderich. Dr. Meldrum was 
a 1903 graduate of the University of Toronto and later 
practiced at New Durham. In 1918 he set up a practice 
in Toronto. Surviving are his widow, one son and two 
daughters. 


Dr. John Appleton Nutter died suddenly on June 14. 
He was in his 73rd year. A native of Montreal, Dr. 
Nutter graduated from McGill University in 1904. For 
the next 40 years, until his retirement seven years ago, 
he was connected with the Montreal General Hospital 
and McGill University. His greatest interest was ortho- 
peedic surgery, and he was one of the first in this city to 
make a specialty of this practice. He was instrumental in 
the founding of the Montreal Orthopedic Society and, 
later, the Canadian Orthopedic Society. 

Dr. Nutter was clinical professor of orthopedic 
surgery at McGill University and head of the depart- 
ment of orthopedic surgery, Montreal General Hospital. 

Dr. Nutter was a life-long member of the Rotary Club 
of Montreal, working through this organization in his 
widespread efforts on behalf of the crippled children of 
Montreal. He is survived by his widow, two sons and a 
daughter. 


Dr. Daniel Gordon Ross former mayor of Selkirk, 
Manitoba and provincial coroner, and a founder of Sel- 
kirk General Hospital, died April 24 at Bracebridge, Ont. 
Born in Pakenham, Ont., Dr. Ross attended school at 
Carleton Place, Ont. He graduated from the University 
of Manitoba in 1895. In 1898 he moved to Selkirk, where 
he taught school. He was appointed provincial coroner in 
1902, served as mayor of Selkirk from 1910 to 1916, He 
was president of the Manitoba Medical association in 
1917 and 1918. He was a life member of the Winnipeg 
Medical society, and in 1943 was made a life member 
of the College of Physicians and Surgeons. He retired in 
April, 1945, and moved to Bracebridge. Surviving are 
his widow, two sons and two daughters. 


Dr. John William Watson, aged 38, died on May 19 
in Holy Cross Hospital, Calgary. Dr. Watson had been 
associated with the North Hill Clinic since January, 1949. 
Prior to that time he practised in East Coulee for 10 
years. Born in Coleman, he graduated from the Uni- 
versity of Alberta in 1938. He was an associafe member 
of the Canadian Legion. Surviving are his widow, two 
sons and a daughter. 
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Forthcoming Meetings 


CANADA 


College of Physicians and Surgeons of Saskatche- 
wan, 44th Annual Meeting, Grant Hall Hotel, Moose 
Jaw, September 17 to 20, 1951. 

Ontario Public Health Association, 2nd Annual 
Meeting, Royal York Hotel, Toronto, October 1-2, 1951. 

Saskatchewan Hospital Association, Hotel Sask- 
atchewan, Regina, Sask., October 11-12, 1951. 

British Columbia Hospitals’ Association, Hotel Van- 
couver, Vancouver, B.C., October 16 to 19, 1951. 

Associated Hospitals of Manitoba, Winnipeg, Mani- 
toba, October 24 to 26, 1951. 

Ontario Hospital Association, Royal York Hotel, 
Toronto, Ontario, October 29 to 31, 1951. 


UNITED STATES 


American Congress of Physical Medicine, 29th An- 
nual Scientific and Clinical Session, Shirley-Savoy 
Hotel, Denver, Colorado, September 4 to 8, 1951. 

Second International Gerontological Congress, Hotel 
Jefferson, St. Louis, Missouri, September 9 to 14, 1951. 

American Hospital Association, St. Louis, Missouri, 
September 17 to 20, 1951. 


American Public Health Association, 79th Annual 
Meeting, Civic Auditorium, San Francisco, California, 
October 29 to November 2, 1951. 

American Society of Plastic and Reconstructive 
Surgery, Annual Meeting, Colorado Springs, Col., 
October 31 to November 2, 1951. 

The American College of Surgeons, 37th Clinical 
Congress, Civic Auditorium, San Francisco, Calif., 
November 5 to 9, 1951. 

Pan-Pacific Surgical Association, Fifth Congress, 
Honolulu, Hawaii, November 7 to 19, 1951. 

The Radiological Society of North America, 37th 


Annual Meeting, Palmer House, Chicago, Ill., December 
2 to 7, 1951. 


OTHER COUNTRIES 


World Confederation for Physical Therapy, Copen- 
hagen, Denmark, September 7-8, 1951. 

International Poliomyelitis Congress, Copenhagen, 
Denmark, September 3 to 7, 1951. 

Congress of Anesthetists, joint session of the Inter- 
national Anesthesia Research Society and the Interna- 
tional College of Anesthetists, 26th Annual Meeting, 
British Medical Association House, London, England, 
September 3 to 7, 1951. 

International Gerontological Congress, Hotel Jeffer- 
son, St. Louis, Mo., September 9 to 14, 1951. 

International Congress on Industrial Medicine, In- 
stituto Superior Tecnico, Lisbon, Portugal, September 
9 to 15, 1951. 

The World Medical Association, 5th General As- 
sembly, Stockholm, Sweden, September 15 to 20, 1951. 
(September 21—Meeting of the Medical Editors of the 
world, sponsored by the W.H.O.). 

International Congress of Anesthesiology, Nursing 
School of the Salpiéttre, Paris, France, September 20 
to 22, 1951. 

International Association of Allergists, 
Switzerland, September 23 to 29, 1951. 

European Congress on Rheumatism, Barcelona, 
Spain, September 24 to 27, 1951. 

International Society of Surgery (Societe Interna- 
tionale de Chirurgie), 14th Congress, Paris, France, 
September 24 to 29, 1951. 


Zurich, 
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NOW, LET’S DELIVER 


The formation of Trans-Canada Medical 
Services was the most important outcome of 
the 82nd annual meeting of the Canadian Medi- 
eal Association in Montreal. It was popular as 
well as important. Influential newspapers, some 
of them critical of our attitude on health insur- 
ance in the past, praised the development. The 
Prime Minister welcomed the announcement 
and added that “it would be a most happy solu- 
tion if the medical profession would assume 
the administration of, and the responsibility 
for, a scheme that would provide prepaid medi- 
cal attendance to any Canadian who needed it”. 
The Minister of National Health and Welfare 
said Trans-Canada Medical should be looked 
upon “as a real and sincere attempt on the part 
of the medical profession to meet a problem 
which they recognize, just as we do”. 

The profession’s long labours on health in- 
surance often have gone unrecognized. It is 
good, for a change, to receive almost universal 
praise. But praise does not substitute for per- 
formance. Press and government esteem is 
pleasant but it will last only so long as we con- 
tinue to work hard to fulfill our announced 
aims. In forming Trans-Canada Medical we 
have stuck our necks out—a long mile. We have 
given Canadians a blueprint, however incom- 
plete, of something they unmistakably want. 
Now we have to deliver. 


A Tough Job. It will be difficult. And the 
publie does not know just how difficult it will 
be. That may cause trouble. People may start 
to ask, “You promised us this and that, where 
is it?” People may expect more from Trans- 
Canada Medical than it is immediately 
equipped to give them. 

Trans-Canada Medical Services is not now a 
full-fledged, national plan for prepaid medical 
eare available to all Canadians though it is the 
firm aim of the medical profession to make it 
that. What is Trans-Canada Medical now? It 
is an organizing committee with members from 
seven doctor-sponsored provincial medical care 
plans. It is hoped that the two medical care 
plans in Quebee and the Maritimes, sponsored 
by hospital associations, will soon join Trans- 
Canada Medical. The new group is not a part 
of the Canadian Medical Association. C.M.A. 
is not in the business of providing health in- 
surance but we will do all we can to help Trans- 
Canada Medical achieve its aims. It was under 
the auspices of C.M.A.’s Committee on Medieal 
Economies that the new group was formed. In 
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a considerable measure, Trans-Canada Medical 
is the creation of the chairman of that com- 
mittee, Dr. C. C. White of Chatham, Ontario. 
Our part will not grow less now that the initia- 
tive has moved into the hands of the plans 
themselves. C.M.A. will be represented on 
Trans-Canada Medical through its new chair- 
man of the Committee on Medical Economies, 
Dr. Roy Richardson of Winnipeg, where the 
new group has its headquarters. 

Right now Trans-Canada Medical will have 
little effect on the average Canadian. Just as 
the federal government finds difficulty arriving 
on a common ground with provincial govern- 
ments, so Trans-Canada Medical has had and 
will have difficulty in unifying the aims and 
methods of the provincial plans that are its 
members. Thus the immediate value of Trans- 
Canada Medical may appear small when it is 
summed up. 


Four Immediate Values 


1. Large national employers will be able to 
arrange contracts covering employees in 
several provinces through Trans-Canada 
Medical rather than through the individual 
plans. This should be a spur to. increased 
participation. 


bo 


. Transfer of contracts for people moving 
from one~provinee to another will be 
possible without loss of plan privileges. 


3. Trans-Canada Medical can act as a clear- 
ing house for information and statistics, 
as administrative counsel and otherwise 
assist provincial plans. 


4. In discussions with the federal government 
Trans-Canada Medical can act as spokes- 
man for the plans. 


Not too earth-shaking when it is totalled up? 
No, but the actual formation of Trans-Canada 
Medical is more important than what it can 
do immediately. It has taken some years of 
tough committee work to get this far. Often 
the creation of the instrument for a national 
health insurance plan looked as far from ac- 
complishment as the vision of Canada must, at 
times, have looked to the Fathers of Confeder- 
ation. And as, with Canada, the first barrier 
seemed the toughest, so we believe it will be 
with Trans-Canada Medical. Even at that, there 
is no reason to believe that the next steps will 
be easy. In trying to shape a workable national 
health insurance plan we are dealing with huge 
sums of money, with administrative problems 
that would stagger the board of directors of a 
giant corporation, with regional differences 
which must be recognized and allowed for, and 
with people—millions of them with millions of 
opinions. Above all we are dealing with some- 
thing that will allow no mistakes—the health 
of the nation. 
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Too Slow? For these reasons our progress will 
likely be slower than we would hope, and 
certainly slower than most Canadians would 
want. What will be the result? Will we be ac- 
cused of inaction, of insincerity in our an- 
nounced aims? How ean we possibly deliver a 
performance that is up to our advance notices? 
Have we stuck our necks out too far? 

To forestall this criticism we can do two 
things: 

1. We ean, all of us, do everything possible, 
individually and through our medical organiza- 
tions, to hasten the development of our aims in 
the health insurance field. This means that 
every doctor should be an active supporter of 
the prepaid medical care plan which is avail- 
able to his patients. 

2. We ean try to acquaint the public with the 
problems we face in realizing these aims. When 
we make progress we should tell the public 
about it. When we have difficulties and delays, 
we should talk about them too. If the public 
understands the magnitude of the jobs we have 
assumed it will be more sympathetic towards 
our problems. And what’s more, the public can 
help us solve them for the people of Canada 
really are the plans. They and the governments 
who represent them have the greatest stake in 
their success. 

No Fight. There has been some suggestion 
that Trans-Canada Medical was formed to 
“forestall socialized medicine” or to “beat the 
government to the punch”. In a very limited 
sense that is true. Canadian doctors do believe 
they can develop a better alternative to govern- 
ment-run medical services. But we are not 
fighting the government—any government. We 
do not want to see a national health plan foreed 
on the doctors of Canada as it was in Britain. 
We think it will be obvious to most Canadians 
that a shot-gun marriage of that kind will not 
produce the best medical care for them. Nor do 
we want to get involved in the sort of govern- 
ment-vs.-doctors fight that is going on in the 
United States. That the government will have a 
good deal to say on the final form of our 
national health plan is undeniable. Referring to 
the Trans-Canada Medical announcement, the 
Prime Minister said, “all levels of government 
will be most anxious to see them succeed in that 
undertaking, and to consider with them what 
part those governments should take in helping 
to make the plan succeed and extend to the 
whole population”. Our Statement of Policy 
asks that governments pay for those who are 
unable to pay their own health insurance 
premiums. We can not deny, then, the govern- 
ments’ rights to help select the piper’s tune. The 
doctors’ rights in the matter are those of the 
piper who knows best how to play the tune and 
those of the pipes through which it will be 
played. ‘ 

Canada is in no way pledged to follow the 
example of other countries in health insurance. 
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Perhaps, here, we can create a triumph of co- 
operation between doctors, citizens and govern- 
ments which will give Canadians the best medi- 
cal care in the world. If we don’t, never let it 
be said that the doctors did not try. 


Some Press Opinions 


“A realistic scheme such as the Trans-Canada 
medical plan, while at the start geared to avail- 
able service and accommodation, will by its own 
operation help to increase the number of doctors, 
and to enable them to make an adequate living 
in all parts of the country. This is an end far 
more valuable than a blind plunge into socialized 
medicine just for political purposes.” — The 
Globe and Mail, Toronto. 


“If the doctors can develop ‘Trans-Canada 
Medical Services’ into a comprehensive plan 
reaching all Canadians, the cause of medical 
freedom would appear as well protected as the 
health of the people.”"—The Herald, Montreal. 


“The C.M.A. by its action is acknowledging 
that there is a field in which medical care is not 
available to the extent it should be. So far as 
the need can be met by measures that have the 
support of the doctors themselves, there will be 
less demand for government-run alternatives.” 
—The Montreal Daily Star. 


“A most encouraging and decisive approach 
to the much garbled issue of ‘state medicine’ has 
been taken by Canada’s doctors. . . There will 
be important details to iron out, but this is sec- 
ondary to the acceptance of a principle, which 
is that the medical profession itself can provide 
sensible protection for the great majority of 
Canadians from the erippling cost of a serious 
illness. . . On the same fundamentals as life, 
fire, property or any other kind of protection 
against hazard, it is now hoped to build up safe- 
guards in the field of medical treatment without 
adding another massive arm to government 
bureaucracy. If it can be achieved, it will be a 
triumph.”—The Hamilton Spectator. 


“Ceux qui applaudissent aux progrés autono- 
mistes de notre pays seront heureux d’apprendre 
qu'ils se manifestent, comme ailleurs, dans le 
domaine médical par des initiatives de grande 
portée. Par exemple, l’établissement d’un organ- 
isme canadien pour déterminer les standards des 
hdpitaux, ou bien encore, la création d’un bureau 
spécial qui s’oceupera d’appliquer un plan na- 
tional capable de fournir a tous les Canadiens 
des soins médicaux plus satisfaisants, plus éco- 
nomiques, que ceux que pourrait donner une 
politique d’assurance- maladie patronnée par 
l’Etat.”—La Presse, Montreal. 
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MAINTENANT, AGISSONS! 


La formation des Services Médicaux Trans- 
Canada fut le sujet discuté le plus important 
lors des assises du 82éme congrés annuel de 
l’Association Médicale Canadienne, tenues a 
Montréal. Cette proposition fut aussi populaire 
quelle est importante. Des journaux renom- 
més, parmi ceux-la mémes qui avaient critiqué 
notre attitude passée a l’égard de la médecine 
sociale, ont fait des éloges de cette nouvelle 
réalisation. L’Honorable Premier Ministre lui- 
méme a bien accueilli cette nouvelle en disant 
“ee serait la solution la plus heureuse si la pro- 
fession médicale acceptait administration et 
la responsabilité d’un plan qui donnerait des 
soins médicaux payés d’avance a tout Canadien 
qui en a besoin.” Le Ministre de la Santé et du 
Bien-Etre Social ajouta en parlant des services 
médicaux organisés dans tout le Canada, que 
ce projet peut étre considéré “comme un effort 
réel et sincére de la profession médicale pour 
résoudre un probléme dont elle réalise l'import- 
ance autant que nous”. 

Les efforts considérables de la profession en 
regard d'un plan d’assurance social pour la 
santé ont souvent été méconnus. II] est done 
agréable cette fois de recevoir des compliments 
de partout. Tout de méme l’on ne peut s’arré- 
ter aux félicitations. La presse et le gouverne- 
ment nous donneront des éloges aussi long- 
temps que nous continuerons nos efforts pour 
atteindre le but proposé. En constituant des 
Services Médicaux Trans-Canada, nous avons 
en mains une entreprise de longue envergure. 
Nous avons donné aux Canadiens un plan en- 
core incomplet, mais un plan quwils désirent voir 
réaliser. C’est 4 nous maintenant d’agir. 


Un travail immense. Ce sera trés difficile et 
le publie n’est pas au courant de la diffieulté 
que suscite un projet aussi élaboré. Voila pour- 
quoi certains gens diront peut-étre “Vous nous 
avez promis telle ou telle autre chose, mais 
qu’avons-nous?” D’aueuns s‘attendront sans 
doute de recevoir plus d’avantages du Service 
Médical Trans-Canada que celui-ci est en 
mesure de leur donner immédiatement. 

Le Service Médical Trans-Canada n’est pas 
actuellement un plan complet et national pour 
des soins médicaux payés d’avanece & tous les 
Canadiens bien que ce soit le but visé. Quel est 
alors le Service Médical Trans-Canada main- 
tenant? Il s'agit dun comité d’organisation 
avee des membres comprenant sept organismes 
sanitaires sous la direction de médecins engagés 
par les gouvernements provinciaux. Nous espé- 





rons que les deux organismes pour les soins 
médicaux dans les provinces de Québee et des 
Maritimes, sous la direction des associations 
d’hépitaux, se joindront bientét au Service Mé- 
dical Trans-Canada. Ce nouveau groupement 
n'est pas une partie de l’Association Médicale 
Canadienne. Ce n'est pas la mission de LAMC 
de s’oceuper d'un plan d’assuranece pour la 
santé, mais elle fera tout en son pouvoir pour 
aider le Service Médical Trans-Canada dans la 
poursuite de son but. Ce nouveau groupe 
dailleurs a été formé sous les auspices du 
Comité de TAMC s’oceupant de lEconomie 
Médicale. Dans une large mesure, le Service 
Médieal Trans-Canada est le fruit du Président 
de ce comité, le Dr C. C. White de Chatham, 
Ontario. Notre part ne devient pas moindre 
maintenant que linitiative a été lancée et que 
la responsabilité repose sur un groupe établi. 
L’ Association Médicale Canadienne sera repré- 
sentée dans le Service Médical Trans-Canada 
par l’entremise du Président du Comité s’oe- 
cupant de lEeonomie Médicale, le Dr Roy 
Richardson de Winnipeg ot le groupe aura ses 
quartiers généraux. 

Le Service Médieal Trans-Canada aura peu 
deffet actuellement pour le Canadien en géné- 
ral. De méme qu‘il est. parfois difficile pour le 
gouvernement fédéral d’arriver 4 une entente 
compléte avee les gouvernements provinciaux, 
de méme le Service Médieal Trans-Canada a 
eu et aura quelques difficultiés dans lunifica- 
tion des plans et des méthodes des organismes 
provineiaux qui constituent ses membres. Ainsi, 
la valeur immédiate du Service Médical Trans- 
Canada peut paraitre petite dans l’ensemble. 


Quatre valeurs immédictes: 


1. Les employeurs importants dans tout le 
pays pourront rediger des contrats pour 
ecouvrir les employés dans_ plusieurs 
provinees par l’entremise du Service Mé- 
dical Trans-Canada plut6t que par des 
services individuels. Ce fait devrait en- 
courager une participation plus grande. 

2. Un changement de provinee imposé aux 
gens rendra possible le transfert du con- 
trat sans perte des priviléges établis par 
le plan. 

3. Le Service Médical Trans-Canada peut 
agir pour donner des renseignements, des 
statistiques, et comme conseil administra- 
tif et adjoint aux organismes provinciaux. 

4. Dans les diseussions avee le gouverne- 
ment fédéral, le Service Médical Trans- 
Canada peut agir comme représentant de 
ces organismes. 


Ce projet ne semble peut-étre pas étonnant 
dans l'ensemble? Non, mais l’organisation im- 
médiate du Service Médieal Trans-Canada est 
plus importante pour le moment que ce qu'il 
peut aceomplir. Le comité a travaillé depuis des 
années avant d’atteindre une solution sembla- 
ble. Souvent la eréation d'un plan d’assurance 
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de médecine sociale a semblé aussi loin a at- 
teindre que lorganisation actuelle a dt 
sembler aux Péres de la Confédération. Comme 
pour le pays, le premier pas fut le plus difficile 
et ce sera ainsi pour le Service Médical Trans- 
Canada. Il y aura méme des difficultés dans la 
suite. En essayant d’établir un plan d’assurance 
nationale de santé, nous devons penser a des 
sommes d’argent considérables, 4 des problémes 
d’administration qui confondraient les direec- 
teurs les plus avisés d'une corporation im- 
portante, nous devons transiger avee des dif- 
férences régionales qui doivent étre reconnues 
et admises, et en plus nous devons transiger 
avee des millions de gens avee des millions 
d’opinions. Surtout,, nous nous oceupons d’un 
sujet qui ne pourrait souffrir des erreurs, la 
santé nationale. 


Trop lent? A la suite de toutes ces circon- 
stances, notre progrés sera sans doute plus lent 
que nous l’espérons et certainement plus lent 
que les Canadiens le désirent. Quel sera le ré- 
sultat? Serons-nous acecusés d’inaction ou de 
fausse sineérité dans nos réclamations? Com- 
ment pourrions-nous accomplir une entreprise 
dont lenvergure dépasse nos mesures actuelles? 
Avons-nous trop entrepris? 

Pour contrebalancer cette critique, voici deux 
réponses que nous pouvons offrir: 

1. Nous pouvons tous individuellement et par 
lentremise de nos organisations médicales, 
faire tout notre possible pour hater la réalisa- 
tion de notre projet dans le domaine de l’as- 
surance pour la médecine sociale. I] s'agit done 
pour chaque médecin d’étre un ardent sup- 
porteur du Service Médical payé d’avance qui 
peut étre disponible pour chacun de ses pa- 
tients. 

2. Nous devons essayer de renseigner le 
public au sujet des problémes que nous con- 
frontons dans la poursuite de notre but. Au fur 
et 4 mesure que nous progresserons, il faudra 
le dire au publie mais par contre si nous subis- 
sons des difficultés et des retards, il faudra le 
dire aussi. Si le public comprend la magnitude 
du travail que nous avons entrepris, il sera plus 
sympathique a légard de nos problémes. En 
plus, le public peut réellement nous aider a 
atteindre notre but car ce probléme concerne 
tous les gens du Canada. C’est a eux et aux 
gouvernements qui les représentent que le 
succes de ce plan profitera le plus. 


Aucun antagonisme. Dans certains milieux, 
l'on semble croire que le Service Médieal Trans- 
Canada était organisé pour aceaparer la méde- 
cine sociale ou pour devancer le gouvernement 
dans ce domaine. Cela est vrai dans un sens 
limité. Les médecins Canadiens ecroient qwils 
peuvent développer un meilleur systéme que si 
le Service Médical était sous LVégide des 
gouvernements. Nous ne désirons pas cependant 
combattre aucun gouvernement. Nous ne dé- 
sirons pas non plus voir imposer un systéme 
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de médecine sociale aux médecins comme l’ont 
subi les médecins en Grande-Bretagne. Nous ne 
croyons pas d’ailleurs que les Canadiens croi- 
raient recevoir des meilleurs soins médicaux 
sous un tel arrangement. Il ne s’'agit pas non 
plus d’entreprendre un antagonisme comme il 
existe aux Etats-Unis entre les médecins et le 
gouvernement. Tout de méme l’on ne peut nier 
que le gouvernement aura son mot 4a dire sur la 
forme finale de notre plan national d’assurance 
pour la santé. En parlant du Service Médical 
Trans-Canada, Honorable Premier Ministre a 
dit: “tous les services du gouvernement seront 
heureux de voir cette entreprise atteindre le 
succés, et de considérer quelle part le gouverne- 
ment peut fournir pour aider 4 laccomplisse- 
ment de ce projet et en faire bénéficier toute la 
population.” Notre politique énoneée demande 
que les gouvernements paient pour ceux qui 
sont ineapables de payer leur prime d’assur- 
ance pour la santé. On ne peut done nier au 
gouvernement le droit d’avoir son mot a dire 
dans ce domaine. Les médecins et les gouver- 
nants cependant sont d’accord pour savoir ce 
qui est mieux pour la population dans le 
domaine de la santé. 

Le Canada n’a pas besoin de suivre l’exemple 
de tout autre pays concernant l’assurance pour 
la santé. Peut-étre que dans ce domaine, nous 
pourrons accomplir un fait trés remarquable, 
celui de la coopération entre les médecins, les 
citoyens et les gouvernants, pour donner aux 
Canadiens les meilleurs soins médicaux dans le 
monde entier. Si ce but n’est pas atteint, au 
moins, il ne sera pas dit que les médecins n’ont 
pas essayé. 


Quelques opinions de journaux 


“Un plan aussi élaboré que le Service Médical 
Trans-Canada, bien qu’il offre un service utile 
et approprié, aidera par son administration 
méme a augmenter le nombre de médecins et 
leur permettra de vivre convenablement dans 
toutes les régions du pays. Ce plan est beau- 
coup plus sage que ladoptation aveugle d’un 
plan de médecine sociale 4 la merei d'un parti 
politique”.—The Globe and Mail, Toronto. 


“Si les médecins peuvent réussir a développer 
les Services Médicaux Trans-Canada pour at- 
teindre toute la population du pays, la cause 
de la liberté médicale au Canada sera aussi 
protégée que la santé des gens’.—The Herald, 
Montreal. 


“Par son geste, l’Association Médicale Cana- 
dienne reconnait qu il existe un domaine ow les 
soins médicaux ne sont pas tout-a fait aussi 
étendus quils devraient l’étre. Si ce besoin 
recoit le support des médecins eux-mémes, il 
existera moins de demandes pour que le 
gouvernement s’occupe de cette lacune”.—The 
Montreal Daily Star. 
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“L’attitude la plus encourageante et la plus 
intelligente 4 l’égard de la médecine d’Etat a 
été prise par les médecins Canadiens. .. . Il 
existera beaucoup de difficultés 4 surmonter, 
mais lacceptation du principe par lequel la 
profession accepte une protection réelle en 
faveur des Canadiens aux prises avee des dé- 
penses médicales onéreuses, est un grand pas 
accompli. ... Sur la méme base que l’assurance 
sur la vie, contre le feu et autres accidents, il est 
& espérer que nous pourrons compter sur la 
protection des traitements médicaux sans 
ajouter un autre service bureaucratique au 
gouvernement. Ce sera un triomphe si ce fait 
peut étre accompli”’.—The Hamilton Spectator. 


“Ceux qui applaudissent aux progrés auto- 
nomistes de notre pays seront heureux d’ap- 
prendre quils se manifestent comme ailleurs, 
dans le domaine médicale par des initiatives de 
grandes portée. Par exemple, l’établissement 
dun organisme canadien pour déterminer les 
standards des hépitaux, ou bien encore, la eré- 
ation d'un bureau spécial qui s’occupera 
(’appliquer un plan national capable de fournir 
a tous les Canadiens des soins médicaux plus 
satisfaisants, plus économiques, que ceux que 
pourrait donner une politique d’assurance- 
maladie patronnée par l’Etat”. — La Presse, 
Montréal. 





NEWS ITEMS 


Alberta 


The Presidential tour of the medical districts is being 
carried out by the following team; Dr. Perey Sprague, 
President; Dr. Harry Morgan, Vice-President; Dr. Smith 
Gardner, Dr. H. W. Soby, Dr. Kenneth Calvert and the 
Registrar, Dr. W. Bramley-Moore. Topics of much 
interest have been chosen by this group and various 
factors associated with the Provincial Medical Associa- 
tion will be covered on this tour. 


Preparations are being carried out for the. Annual 
meeting of the Association which is to be held in the 
Macdonald Hotel, Edmonton, this year, instead of the 
University of Alberta as previously. Among the ‘‘out- 
side’’ speakers are the following: Dr. S. J. Martin, Dr. 
John Howlett, and Dr. J. Bram Rose, Montreal. A special 
feature for the ladies this year will be a most profitable 
tour of the new University buildings which have recently 
been opened; Among these will be the Rutherford 
Library, the Students’ Union, the Pathological building 
and the University hospital extension. 


Dr. James Calder is chairman of the Art Exhibit for 
the annual meeting. There has been much interest by the 
profession shown in late years in hobbies which the 
medical men can carry out in their declining years. A 
request is sincerely made for all types of ‘‘work’’ so 
carried out by the men of the Province. By contacting 
Dr. Calder arrangements can be made for this worthwhile 
exhibition. W. C. WHITESIDE 








British Columbia 


An item of considerable interest to the medical pro- 
fession of British Columbia appeared in the press 
recently. Each year the Vancouver Branch of the 
Native Sons of B.C. awards a medal to a man or 
woman who, in their opinion, after very careful study 
of all possible eligibles, best deserves the title of 
‘*Good Citizen’’. This year’s award goes to Mr. E. 
S. H. Winn, K.C., and one could hardly think of a 
more deserving recipient of the honour. 

Mr. Winn was the first Chairman of the Workmen’s 
Compensation Board of British Columbia, when it was 
inaugurated in 1918. He served in this capacity for 
thirty years, and during this time worked in the 
greatest harmony with industry, labour, and the medi- 
eal profession. He was invariably fair and courteous, 
and all those of us who from time to time had contact 
with him on behalf of the medical profession, can 
testify to his unwavering impartiality, and to the 
pleasure it gave us to deal with him. 

He had a great deal to do with the establishment 
of Old Age and Mothers’ Pensions, and their admin- 
istration. He is keenly interested in music and the 
arts, and for many years has been chairman of the 
B.C. Musie Festival. He is associated with the Chil- 
dren’s Hospital of Vancouver, and a director of the 
B.C. Youth Foundation, which provides aid to needy 
high school and university students. There is no good 
work which does not have his sympathy, and few in 
which he is not taking an active part. 

But few people know all the benefactions of this 
generous-hearted man. For many years, in the course 
of his work on the W.C.B., he went out of his way 
to help unfortunates in need, especially those who came 
within the scope of accidental injury, and needed 
more help than the law could give them. He gave out 
of his own pocket, stimulated others to help, visited 
the injured in fhe hospitals and at home in his spare 
time, on Sundays and holidays, and kept it all as 
dark as he could. He has been a good citizen all his 
life, and it is a happy choice that acknowledges the 
fact now. He is 71 years of age, and his friends all 
wish for him many more years of activities which 
enrich the community in which he lives. 


Dr. Claude E. Dolman, head of the Department of 
Bacteriology at the University of British Columbia, 
has been admitted as a Fellow of the Royal College 
of Physicians of London. This honour was conferred 
on Dr. Dolman in recognition of his outstanding work, 
over the past many years, in bacteriology. His work 
on staphylococcus, toxoid, and many similar researches, 
as well as his notable work in public health, is well 
known, and the recognition by the Royal College of 
Physicians, has been fully deserved. 





The royal commission which has been appointed by 
the British Columbia Government to enquire into the 
workings of the B.C. Hospital Insurance Act, and to 
bring in recommendations and findings, is to begin 
sittings at an early date. It will hold meetings with 
all bodies concerned, medical and lay bodies, the latter 
including hospital boards, and, it is believed, will go 
very fully into the whole matter. 

Meanwhile, the co-insurance plan, by which each 
individual or family pays a daily rate for the first 
ten days of its use of the hospital has been accepted 
with surprisingly little furore. The hospitals have been 
pleasantly surprised, we believe, as they had expected 
considerable argument. This is not to say that the 
public is at all resigned to the extra payment, but 
it has acquiesced in it as an inevitable evil. Once the 
ten days’ extra tax has been paid, the individual or 
family is clear of it for the balance of the year. 


The Annual Summer School of the Vancouver Medi- 
cal Association was held in May, and was most success- 
ful. The lectures were excellent and very well attended. 
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In his remarks made before the annual meeting of 
the B.C. Tuberculosis Society, Dr. W. H. Hatfield, 
Director of the T.B. Control Division of the Provincial 
Board of Health, made some important points. One 
was a very strong suggestion that all Canadians join- 
ing the Armed Forces should be tested for tuberculosis, 
and if negative vaccinated. He based this advice on 
the great danger in Asiatic areas of exposure to T.B.; 
and also on the fact that, in B.C. tests at least, the 
use of B.C.G. vaccine had proved exceptionally effec- 
tive. Thus in the General Hospital where in former 
véars at least one student nurse contracted the disease 
yearly, in the past three years, with the use of B.C.G. 
not one case has been reported. He also stated that 


T.B. mortality in B.C. has decreased 25% in the past 


10 -vears. 


‘The recent death of Dr. Albert McBurney of 
Langley has removed a very well-known figure from 
medical circles in British Columbia, He had practised 
in the Fraser Valley since 1915 and began his career 
as a typical ‘‘horse and buggy’’ doctor. He had a 
most successful career, and was beloved by all the 
people in this area. 


The Registered Nurses’ Association of British 
Columbia held their annual meeting in Vancouver in 
June—and some 400 members attended it. Addresses 
were given by the Minister of Health and Welfare, 
Hon. A. D. Turnbull, Mayor Fred Hume of Vancouver, 
Dr. J. L. Grimson, President of the Vancouver Medical 
Association and others. The question of nurses’ pay 
came up, and was thoroughly discussed. As a result, an 
increase from $8 to $10 per day (eight hours) was de- 
cided on, and an increase in the salary of staff nurses 
in hospitals is being sought. 

Miss Esther Paulson is the new President of the 


Association, succeeding Sister Columkille of St. Paul’s 
Hospital. 


Dr. Charles Covernton of Vancouver was elected 
a senior member of the Canadian Medical Association 
at its Montreal meeting. 


The Active Club of Vancouver presented the Chil- 


dren’s Hospital recently with a cheque for $5,400 and 
a new station wagon. 


The General Hospital at Kelowna is being enlarged 
to provide 70 additional beds, a laboratory, physio- 
therapy department, and other facilities. A federal 
grant of $70,000 has been made to assist in the build- 
ing project. The province and municipality are also 
providing grants, 


A home nursing service will soon be in effect in 
Nanaimo, and the City Council is endorsing and sup- 
porting the move. Dr. E. W. R. Best, medical director 
of the Central Vancouver Island Health Unit, has been 
meeting the Council and discussing the plan with them. 


Dr. A. W. Bagnall of Vancouver was elected presi- 
dent of the Canadian Rheumatism Association recently 
at its meeting in Montreal. 


releases about the Canadian Medical 
Association’s discussions of prepaid medical plans for 
the whole of Canada have aroused considerable interest 
in British Columbia, Newspapers have almost unani- 
mously hailed it with approval in editorials written 


The press 


about the matter. J. H. MAcDERMOT 


New Brunswick 


Dr. F. H. George, of Saint John, received ‘his pro- 
motion in the Reserve Army to the rank of Lieut.-Col. 


to command the medical section of No. 2 Manning 
Depot. 
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At the annual business meeting of the Saint John 
Medical Society, the following officers were elected 
for 1951-52. President—Dr. F. K. Stuart; Vice-presi- 
dent—Dr. John A. Finley; Secretary—Dr. R. A. H. 
MacKeen; Treasurer—Dr. F. J. Cheesman; Executive— 
Drs. G. W. A. Keddy, T. E. Grant and Geo. Skinner; 
N.B. Medical Society Representative—Dr. R. T. Hayes. 


The Arthritis Clinic, at St. Joseph’s Hospital, has 
begun its service to the public of New Brunswick. 
This clinic is sponsored by the N.B. Division of the 
Canadian Arthritic and Rheumatism Society. The local 
medical advisory committee has as members, Drs. A. B. 
Walter, R. A. H. MacKeen and E. A, Petrie. Dr. 
Henrik Tonning is completing a year’s postgraduate 
study at Dr. Bauer’s Clinic in Boston, and in Novem- 
ber, 1951 will assume charge of the local clinic. In the 
meantime, Dr. J. L. Thompson is in charge. A news 
letter from Dr. Fred Whitehead, secretary of the N.B. 
Medical Society, to all practising physicians in New 
Brunswick, outlined the policy and proposed activities 
of the arthritic clinic with suggestions as to referring 
patients and their subsequent follow up care. 


Dr. Darius Albert, previously of Edmundston, and 
recently a postgraduate student in radiology in Mon- 
treal, is acting as relief radiologist at St. Joseph’s 
Hospital, in Saint John, during the continued illness 
of Dr. E, A. Petrie, who is still a patient at the 
Montreal Neurological Hospital. 


After many months’ illness in hospital, Dr. Donald 
C. Malcolm, has improved sufficiently in health to re- 
turn to his home, where his son, Dr. Donald Malcolm, 
Jr., a recent graduate of Dalhousie Medical School has 
begun practice. 


Dr. Gerard C. Leger, of Moncton, formerly a district 
medical officer for the N.B. Health Department has 
been granted a study grant for a two week course in 
cancer diagnosis in New York. 


Dr. Sam. Silver and Dr. D. R. MacRae of Saint 
John, are at present taking the Lancaster Postgradu- 
ate Course in Diseases of the Eye, at Portland, Maine. 


Dr. G. B. Peat, has resigned as President, Commis- 
sioner, of the Saint John Ambulance Association in 
the New Brunswick District. Dr. Peat has completed 
twenty years’ service in this organization. During this 
time many changes have taken place, notably the 
introduction of first aid training into the curriculum 
of the public schools. In this matter Dr. Peat was 
actively interested and received great co-operation 
with the authorities in the Department of Education. 

A. 8S. KIRKLAND 


Nova Scotia 


Dr. C. S. Morton of Halifax, University of Toronto 
Medical School graduate with the class of ’01, was 
awarded a Doctorate of Medicine by his alma mater. 
With him were six of his classmates of fifty years ago. 


Dr. J. J. Quinlan of the Nova Scotia Sanatorium has 
been appointed governor for Eastern Canada of the 
American College of Chest Physicians of which he is a 
Fellow. 


Dr. David R. Davis, M.R.C.S., L.R.C.P., M.B., B.S., 
of Penygraig, Wales, has taken over the Oxford practice 
of Dr. J. N. O’Rafferty, who has accepted a position with 
Camp Hill Hospital in Halifax. 


Dr. Kenneth A. MacKenzie, former president of the 
Canadian Medical Association, was elected a_ senior 
member at the Montreal meeting. 
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Dr. Gordon Quigley has returned to Halifax after a 
year of postgraduate study in anesthesia in Montreal. 


The Western Kings Memorial Hospital, Berwick, 
brought down its annual report. With 1,260 patients 
treated during 1950, at an average cost per patient per 
day of $5.61, the hospital showed $1,100.00 excess of 
revenue over expenditures. This happy state was due 
in part to sound business methods and in part to the 
efforts of the hospital aid society. 


Dr. John C. Wickwire of Liverpool has been appointed 
an Associate Fellow of the American College of 
Cardiologists. 


Dr. Michael MacDonald, Sydney, has been appointed 
assistant superintendent of the Victoria General Hospital. 


Dr. Frederick J. Barton of Halifax and New Water- 
ford has joined the staff of the Dartmouth Medical 
Jentre. Dr. C. Donald Vair (Dal. ’51) is also associated 
with the Medical Centre. 


Dr. Donald MacKeigan has been appointed to the 
resident surgical staff of the Victoria General Hospital. 
Taking over his Dartmouth office is Dr. N. B. Trask 
(Dal. 751). ARTHUR L. MURPHY 


Ontario 


The University of Toronto examination results 
showed that two students, Miss Sylvia Rameharan and 
Mr. 8. Bogoch, had an exactly equal standing in the exam- 
inations of the third medical year. This made them each 
eligible for the Ellen Mickle Fellowship, a foundation 
established thirty years ago by the late Dr. W. J. Mickle. 
This award grants to the winner the amount of income 
from $34,000, on completion of his medical degree, to 
study in a special branch of medicine, or the basic 
sciences of medicine, in another centre. 

The Medical Alumni Association, which includes both 
men and women graduates, has been very active in pro- 
viding bursaries and fellowships. The Association was 
told of this dilemma whereby two brilliant students in 
dividing tine Fellowship would find it difficult to take 
advantage of it under the terms of the will. When the 
Association heard of this problem the executive decided 
that funds equal in amount to that provided by the 
Ellen Mickle award would be given by the Association. 
Now both these students, on completion of their medical 
degree, will have sufficient funds to make it possible for 
them to pursue their studies abroad. 

St. Joseph’s Hospital, London, Ont., has a Museum 
looked after by a historical committee. They receive old 
photographs of doctors and hospital staffs, old books, 
and old instruments. At each housecleaning season their 
collections are increased by donations from doctors’ 
Wives. 


In March, 1951, there were 903 deaths in Toronto, 
31 deaths were attributed to influenza and 57 to pneu- 
monia; there were 10 suicides. 


The National Cancer Institute of Canada presented 
a cheque for $84,000 to the nee of Toronto to 
finance cancer research this yea 


Eleven grants for clinical research totalling $52,170 
have been announced by the Ontario Cancer T reatment 
and Research Foundation. Three awards went to pro- 
jects in connection with the clinical use of radioactive 
isotopes in the diagnosis and treatment of cancer. These 
projects are under the direction of Professor J. A. 
Dauphinee, University of Toronto, Professor D. L. Barte- 
link of the University of Western Ontario, and two 
Hamilton scientists, Dr. C. H. Jaimet of the Hamilton 
Medical Research Institute, and Professor HG. Thode 
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of McMaster University. Dr. W. L. Donohue of the 
Hospital for Sick Children, Toronto, and Dr. K. J. R. 
Wightman of the University of Toronto received three 
grants for research relating to the use of ACTH, corti- 
sone and other chemotherapeutic agents in the treatment 
of leukemia and allied conditions. Dr. Konstanty 
Maziec, University of Ottawa, and Dr. A. R. Armstrong 
of Hamilton will evaluate the usefulness of blood tests 
for cancer. Other awards were made to Dr. D. E. 
Cannell and Dr. J. G. Watt, University of Toronto and 
to Dr. Helen Milburn of Women’s College Hospital. 





The Ontario Society for Crippled Children is carrying 
physiotherapy into the home of the crippled child. Two 
staff physiotherapists work in close co-operation with the 
society nurses in the field. Three more physiotherapists 
will be added to the staff when finances permit the ap- 
pointments. 


The decision of the Ontario Government to assist in 
financing outpatients’ care to the extent of 30 cents a 
visit was received by hospital superintendents with satis- 
faction. The Toronto General Hospital handled 100,000 
visits in 1950. There is a maximum charge of $1 a visit, 
with most patients paying 50 and 25 cents; many pay 
nothing. In spite of volunteer work by doctors and re- 
sponsible, civic-minded women who help in the offices 
and clinics, the department is operated at a loss each 
year. The loss on drugs supplied is a considerable sum. 


More than one hundred physicians who attended the 
meeting of the Canadian Tuberculosis Association held 
in Toronto heard Dr. Stuart Carey, Winnipeg say that 
one of the chief problems in treatment was keeping the 
patient in hospital long enough. His study based on 
records of three Manitoba institutions during 1949, 
showed that out of 651 admissions, 305 were readmis- 
sions. Of these only 67 were true relapses. Some of the 
patients had left against medical advice or had refused 
surgery. Some 27 were capable of leading a normal life, 
but were possible sources of danger to others. In England 
an isolation centre for such patients has been established 
at Papworth where they could live normal lives with their 
families, rather than be confined to hospital. He thought 
such a centre might be useful in Canada. Dr. Carey. felt 
that patients should be given a frank explanation of 
their disease and treatment, and the reason for sana- 
torium rules as soon as they were admitted. 

Dr. H. S. Coulthard, Weston reported on 117 cases of 
bone and joint tuberculosis treated by streptomycin. 
He thought it was promising as a weapon against tuber- 
culosis but that it had been used with other drugs and 
therapies, and its value, therefore, was difficult to assess. 
In some cases the bacilli had developed resistance but 
the use of para-amino-salicylic acid with it had reduced 
this resistance. Most successful results had been ob- 
tained where infected parts had been removed by sur- 
gery. Doses are much smaller than when the drug was 
first used. The average doses for the 117 patients ob- 
served had been from 60 to 90 gm.; greatest dose was 
180 gm., administered at the rate of 1 gm. a day. 

Dr. F. G. Kergin, of the Weston staff, warned against 
the use of paraffin oil to fill spaces collapsed to prevent 
spread of tuberculosis. Paraffin oil causes irritation and 
consequent thickening of tissue which seriously reduces 
elasticity of the affected area. In his opinion air refills 
are less beneficial than surgical methods which avoid the 
necessity for artificial means of maintaining the collapse. 

Dr. G. D. W. Cameron, deputy minister of National 
Health told the Association that successful treatment of 
tuberculosis was not alone drugs, surgery or bed_ rest, 
nor did it stop when a patient returned home with his 
disease arrested or cured. Rehabilitation was that part 
of the treatment which was aimed at specifically main- 
taining the cure. Full-time rehabilitation officers have 
been appointed in eight provinces to head staffs provid- 
ing occupational counselling, training and job place- 
ment and to acquaint potential employers with the 
qualifications of former patients. LILLIAN A, CHASE 
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Quebec 


A clinical and research project in caring for children 
and adults with cleft lip and palate was established dur- 
ing 1950 at the Royal Victoria Hospital in Montreal. A 
grant of over $20,000.00 from the Department of Health 
of the Province of Quebec, which will provide partial 
support, has been renewed in 1951. This program which 
is unique in several ways provides speech therapy in both 
the French and English languages and offers training 
facilities for both cliildren and adults. A long term 
research investigation will be carried out on patients and 
experimental work on animals, already completed, has 
revealed interesting data on the role of environmental 
factors in causation of cleft palate. 

The speech pathologist in charge of speech therapy 
is Mr. Robert Sparks, M.A., formerly 
University. 


Saskatchewan 


The Saskatchewan Medical Convention will be held 
in Moose Jaw this year. The last time Moose Jaw was 
host, was in 1939. The meeting will last four days, 
September 17 to 20 inclusive, and will take place 
in the Temple Gardens, with Convention Headquarters 
across the road in the Grant Hall Hotel. The commit- 
tees are active and an excellent program is being 
arranged. 

The annual meeting of the South-Eastern District 
Medical Society was held in Moosomin on May 10, 
1951. New officers were elected as follows: President— 
Dr. C. G. Clements, Wawota; Vice-president—Dr, J. 
A. D. Paul, Moosomin, and Secretary—Dr. W. P. 
Teevens, Waw ota. The Registrar of the College showed 
some films and a discussion of current medical prob- 
lems followed. Dinner was served in the Moosomin 


Hotel. 


Riverside Memorial Union Hospital at Turtleford 
opened May 1, 1951 with a bed capacity of twenty. 
The new hospital will serve an overall population of 
4,500, is equipped with operating room, case room and 
nursery, x-ray, laboratory, laundry, kitchen, and public 
health centre. G. GORDON FERGUSON 


News of the Medical Services 


Canadian Armed Forces 


Brigadier W. L. Coke, O.B.E., C.D., Director General 
of Medical Services, Canadian Army, attended the 
Sectional Meeting of the American College of Surgeons 
held in Detroit, Michigan, on May 10, 1951. Brigadier 
Coke read a paper on ‘« Hospital Preparedness in 
National Emergency ’’. 

Colonel K. A. Hunter, O.B.E., C.D., formerly Com- 
mand Medical Officer, Central Command, recently as- 
sumed the duties of Deputy Director General of Medi- 
cal Services, Canadian Army, replacing Colonel P. 
Tremblay, O.B.E., C.D., who has been posted to Mon- 
treal, as Command Medical Officer, Quebec Command. 
Colonel P. Tremblay replaced Colonel 8S, G. U. Shier, 
O.B.E., C.D., who has been posted to Oakville, Ont., 
as Command Medical Officer, Central Command. 


Brigadier W. L. Coke, O.B.E., C.D., Director General 


of Medical Services, Canadian Army, will visit the 
United Kingdom and Western Europe during June and 
July, 1951. During this time Brigadier Coke will confer 
with the War Office, London, England and will visit 
medical and training establishments in the United 
Kingdom, and in the British, American and French 
Zones of Western Europe. Brigadier Coke while in 
France will be attending the XIIIth International 
Congress of Military Medicine and Pharmacy, Paris, 


of Stanford, 
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June 17 to 23, 1951, and the 14th Session of the Inter- 
national Bureau of Documentation on Military Medi- 
cine, Vichy, June 24 to 25, 1951. 


Major R. D. Barron, M.C., R.C.A.M.C., formerly 
Command Hygiene Officer, Central Command, has been 
promoted to the rank of Lieutenant-Colonel and ap- 
pointed to command No. 27 Canadian Field Ambulance 
which is being activated as a unit of the 27th Cana- 
dian Infantry Brigade Group. 


Major W. R. Dalziel, M.C., R.C.A.M.C., Kingston, 
Ontario, has been appointed to command No. 25 Cana- 
dian Field Dressing Station which is being activated 
as a unit of the 25 Canadian Infantry Brigade Group. 


Dy. W. 
commissioned Captain 
posted to the R.C.A.M.C 
training. 


D. Quirke, Ottawa, Ontario, was recently 
in the Canadian Army and 
C. School, Camp Borden, for 


Wing Commander A. Gardner Watson, R.C.A.F., has 
completed a short liaison visit with the Medical Serv- 
ices of the R.A.F. 


Air Marshal Sir Philip C. Livingston is relinquishing 
his position, on retirement, as Director General of 
Medical Services, Royal Air Foree. He will be arriv- 
ing in Canada during the latter part of July and will 
be taking up residence in British Columbia. 


Colonel Jack Bollerud, of the Office of the Surgeon 
General, United States Air Force, has been appointed 
as Assistant Air Attaché, United States Embassy in 
Ottawa. 


General 


SUBJECT: VictTiIMS OF S0-CALLED MEDICAL 
MENTATION UNDER THE NAZI REGIME. 

The World Medical Association has been asked to 
solicit the assistance of the various national medical 
associations, and through them, that of the individual 
physician in all countries for the purpose of ascertain- 
ing the number, location and condition of the survivors 
of Concentration Camps, who, under the Nazi régime, 
were the victims of so-called scientific experiments. The 
Economic and Social Council of the United Nations has 
adopted resolutions relative to the plight of these 
survivors and has requested The World Medical Asso- 
ciation and the World Health Organization to assist them 
in implementing these resolutions. 

The following paragraph from a letter of the Director 
of the Division of Human Rights of the United Nations, 
addressed to the Director-General of WHO, is quoted 
for your information: 

‘*Up to the present, the Secretary-General (UN) has 
been reluctant to invite the persons concerned to register 
their names and their claims because he did not think 
that he was justified, in previous stages of the proceed- 
ings, in raising hopes which might eventually be disap- 
pointed . . . however, it is felt that concrete steps can 
now be taken to invite the surviving victims to make 
known their names and claims, and it is with regard to 
this aspect of the problem in particular that I am ventur- 
ing, on behalf of the Secretary-General, to ask for the 
kind assistance of the World Health Organization.’’ 

The reply of the Director-General of the World Health 
Organization follows: 

‘Of course it would be possible for doctors to im- 
part names and addresses of such persons only if they 
have the written permission of their patients to do so. 
It may be that in many cases such persons suffering 
from a great deal of sensitivity about their mutilations 
would not be willing to have their names and addresses 
known to any others. It might be that in the first 
instance reports would be made giving the numbers of 
persons, their distribution according to communities and 
the type of disability or continuing illness. If and when 
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Coopersmith reports the successful 


use of ‘Dexedrine’ Sulfate Tablets 


for weight control in a 


series of 100 obstetric patients. 


Because ‘Dexedrine’ curbed appetite and 


thus enabled these patients to 

follow their prescribed diets, 

control or reduction of weight was 
achieved in virtually all cases. 

It is noteworthy that other methods, 
including the use of thyroid, had 
previously failed to prevent excessive 
weight gain in these same individuals. 
“Thyroid,” Coopersmith states, 
“increases the appetite... 

and is toxic in many cases.” 
“Dexedrine Sulfate,” the report 
concludes, “‘is a safe and effective 


drug to use in controlling 


weight gain during pregnancy.” 


~ 
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it would appear that substantial compensation would 
actually become available for such persons, they might 
be willing with suitable safeguards to have their names 
and addresses reported. It must be recognized that this 
is a subject of great delicacy in many caces and that it 
may not be easy to acquire complete information. ’’ 

In assisting in this survey, The World Medical Asso- 
ciation recognizes that only through the co-operation of 
the physicians of all member countries can this survey 
be carried on. It is suggested that your association re- 
port first; (a) the number of such individuals in your 
country so far as can be ascertained; (b) the types of 
disability or continuing diseases from which they are 
suffering; (¢) whether or not in your opinion such indi- 
viduals would be willing to have their names and ad- 
dresses reported provided: (1) they were safeguarded 
from publicity, (2) they were assured of satisfactory 
compensation for their disabilities. 

It is realized that your association would have access 
to such information only by calling upon your individual 
members to report the information to you. We realize 
that such a compilation will be a considerable task, but 
we believe you will be willing to aid these unfortunate 
victims in obtaining redress for the tortures they have 
suffered. Louis H. BAvuER, 

Secretary-General 


ABSTRACTS FROM CURRENT 
LITERATURE 


Medicine 


Roentgen Irradiation of Para-aminobenzoic Acid Solu- 
tions. ag P. G. and Techaperoff, I. C. C.: Science, 
113: 549, 1951. 


It has been the experience of the authors, reporting 
from the Biochemical Research Laboratory and Depart- 
ment of Radiology of St. Joseph’s Hospital, Victoria, 
B.C., that, by combining PABA with x-ray therapy, a 
more potent effect from the radiation of malignant 
growths is obtained than if x-rays are used alone. It 
has previously been shown that patients receiving com- 
bined sulfonamide and x-ray therapy often suffer severe 
reactions not produced if either treatment is given 
separately; also (1.C.C.T.) that certain sulfonamides 
are broken down in vitro by x-irradiation. These observa- 
tions are apparently related to the observed effects of 
PABA, the mother substance of these compounds, in 
counteracting the effect of solar irradiations. There is 
probably a relationship between these phenomena and 
folic acid, which is now being investigated. PABA at 
dilutions approximating those usually found under 
physiologic and therapeutic conditions in human tissues 
is destroyed by x-irradiation in an exponential manner, 
but what chemical change occurs in the PABA molecule 
has as yet defied determination. Further investigations 
now in progress may furnish laboratory evidence in 
support of the authors’ clinical observations of syner- 
gistic action of PABA and x-rays in cancer. 

D. E. H. CLEVELAND 


Genital Dermatitis Caused by Penicillin: Its Response 
to Nicotinic Acid. Morris, G. E.: New England J. 
Med., 244; 758, 1951. 


In the past 5 years 20 cases of genital and rectal 
dermatitis have been observed to result from the ad- 
ministration of penicillin. This is considered to be a 
pellagrous dermatitis, unaccompanied by the involvement 
of areas commonly exposed to sun in the more familiar 
type of pellagra. The theory of its causation as advanced 
by the author assumes that penicillin, a complex mono- 
basic organic acid, known to inhibit peptide synthesis in 
experimental animals, may be able to interfere with the 
utilization of tryptophane or prevent its conversion into 
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MEDICINE 


niacin, or both. The erythema, exudation, papules, 
vesicles and desquamation of the ano-genital areas, in a 
good proportion of cases were accompanied by stomatitis 
or diarrhea. Treatment with nicotinic acid (100 mgm. 
t.i.d.) and cold saline compresses was successful in all 
cases. D. E, H. CLEVELAND 


Arginase Activity in Human Skin. Scott, E. J. V.: 
Science, 113: 601, 1951. 


Active arginase was shown by the author to be present 
in human skin, about 90% of it being found in the epi- 
dermis. Common warts, characterized by proliferation 
of the prickle-cells of the Malpighian layer, contain 
about 8 times the amount of arginase found in normal 
epidermis. In psoriasis patches the amount is also in- 
creased but in lesser degree. In seborrheic keratoses 
and basal cell carcinomas where the cellular proliferation 
is in the basal layers of the epidermis the arginase 
values were by contrast conspicuously low. From this it 
is suggested that, although it is generally accepted that 
prickle-cells derive continuously from basal cells, the two 
layers, after their differentiation are independent of each 
other in their perpetual renewal. D. E. H. CLEVELAND 
Munchausen’s Syndrome. Asher, R.: Lancet, 1: 
1951. 


This common condition has been seen by nearly every 
practising physician and surgeon and many times by 
admitting officers. Those affected have travelled afar 
and their stories are both dramatic and untruthful. These 
are reasons why this syndrome is called after the famous 
Baron von Munchausen. The patient seems so acutely 
ill and his story appears so flawless that admission is 
difficult to refuse, unless he is exposed by someone who 
has seen him before and knows the story, as an ex- 
perienced admitting officer or floor nurse, thus exposing 
his part. That causes the patient to leave in a great 
hurry. Useful pointers are: (1) multiplicity of scars, 
often abdominal. (2) A mixture of truculence and 
evasiveness in manner. (3) An immediate history which 
is always acute and harrowing yet not entirely convine- 
ing—overwhelmingly severe abdominal pain of uncertain 
type, cataclysmal blood loss unsupported by correspond- 
ing pallor, ‘dramatic loss of consciousness, ete. (4) A 
wallet or handbag stuffed with hospital attendance -ards, 
insurance claim forms, and litigious correspondence. 

The patient may be recognized by old patients or by 
inquiries at other hospitals. Eventually the true story is 
pieced together and is found to be based upon fantasy 
and imagination with one of two pieces of truth sez ittered 
throughout. Similarly all the symptoms presented are not 
false. Record investigations may reveal drug addiction, 
prison sentences, mental hospital treatment or abdominal 
operations. Frequently a real organic condition has left 
genuine physical signs which the patient may use ‘‘to 
give artistic verisimilitude to an otherwise bold and un- 
convincing story’. 

The most remarkable feature of this syndrome is the 
utter senselessness of it. The malingerer may gain a 
definite end; these patients suffer investigation and 
serious operations. Their tolerance to hospital pro- 
cedures is remarkable yet they discharge themselves after 
a few days with incisions scarcely healed or intravenous 
drips still running. They achieve great’ satisfaction in 
deceiving hospital staffs; most of the information given 
is entirely false, ine luding identification; yet they ap- 
pear at the same or different hospitals age 1in and again 
hoping to practice their deception on a new doctor or 
nurse. Possible motives are: (1) A desire to be the centre 
of interest and attention. A dramatic type of patient. 
(2) A grudge against doctors and hospitals which is 
satisfied by frustrating or deceiving them. (3) A desire 
for drugs. (4) A desire to escape from the police. These 
people may swallow foreign bodies or soap, interfere 
with their wounds or tamper with thermometers. (5) A 
desire to get free board and lodgings for the night 
despite the risk of investigations and treatment. — 
is a possible twist of personality, some may be schizc 
phrenics, masochists or psychopaths. But as a group they 
may be considered together. J. A. STEWART DORRANCE 
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Today, in many hospitals, clinics, and phy- 
sicians’ offices, more and more cases are being 
photographed. Reason—because graphic rec- 
ords in black and white or in color, still or 
motion, save time and space by reducing the 
necessity for written descriptive data... are 
accurate, long lasting, invaluable for diag- 
nosis, teaching, research, reference. 

And making medical photographs is easy 
... all you require is an efficient camera, reli- 
able light source, dependable film. See your 
photographic dealer for further information, 
or write to Canadian Kodak Co., Limited, 
Toronto 9, Ontario. 


Kodak Master View Camera 4x5 . . . To ob- 
tain “before and after” photographs such as 
those above . . . for versatility in many other 
situations . . . to fulfill the complete still- 


At your dealer’s . . . see also Kodak Flurolite Camera Com- 
bination, 24x34; and other cameras in the Kodak line. 


Serving medical progress through Photography and Radiography 


Picture the patient 
with photograph , 
after photograph  - 






camera requirements, Kodak Master View 
Camera 4x5 is ideal. With its multiple ad- 
justments, light weight, compactness, choice 
of lenses, this unit, even for those who de- 
sire to make lantern slides, offers the utmost 
in convenience and utility. 


Good lighting for photographs like these 
is easy. Use Kodak Vari-Beam Stand- 
lights 24 feet higher than the camera. 
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ABSTRACTS : 


Obstetrics and Gynecology 


Cortisone in the Treatment of Toxzemia of Pregnancy. 


Moore, H., Jessop, W. J. E., O’Donovan, D. K., 


Barry, A. P., Quinn, B. and Drewry, M. I.: Brit. M. 
J., 1; 841, 1951. 


Eight cases of toxemia of pregnancy were treated 
with cortisone by intramuscular injection. The ages of 
the patients varied from 22 to 42 years. Five were primi- 
gravide; in one it was her second pregnancy; and in 
two it was their fourth pregnancies. The period of 
gestation at the start of cortisone treatment was 37, 40, 
28, 31, 36, 37, 34 and 31 weeks respectively. All patients 
when admitted were seriously ill, with raised blood pres- 


sure and albuminuria. Five had well-marked edema. One , 


of the cases had had four eclamptic convulsions im- 
mediately preceding admission, and one had a convulsion 
during labour. In all seven cases in which the fetus was 
viable the indications were for a termination of the 
pregnancy on, or soon after, the patient’s admission. In 
the eighth case the fetus might have been expected to 
die. 

re ae treatment was continued for 27, 5, 14, 8, 
14, 17 and 15 days, respectively before the onset of 
balou. In all cases the outstanding feature following 
treatment was the considerable clinical improvement. The 
need for sedatives was reduced, headache was relieved, 
edema, when present, was reduced, albuminuria was 
usually diminished, and diuresis seemed to be promoted. 
Blood pressure was not significantly affected. Ascites 
developed in five cases, 

In three cases labour started spontaneously, and in 
five it was induced. Seven of the patients were delivered 
of live babies. In the remaining case the baby was still- 
born, the cause of death being a subtentorial hemorrhage. 
Two of the babies were premature and died, but in one 
of these post-mortem examination showed an intracranial 
hemorrhage. 

Five of the patients left hospital apparently normal. 
One was transferred 34 days after delivery to a general 
hospital where she died of congestive heart failure. One 
developed schizophrenia on the fifth day after cortisone 
treatment was discontinued. The last case was also 
transferred to a general hospital for investigation of her 
cardiovascular and renal systems. Ross MITCHELL 


Pediatrics 


Pertussis: Clinical Comparison of the Newer Anti- 
biotics. Booher, C. E., Farrell, J. B. and West, E. J.: 
J. Pediat., 38: 411, 1951. 


The authors studied the effect of aureomycin, chloro- 
mycetin, streptomycin, and terramycin’ on a group 
of 111 proved cases of pertussis, with a _ control 
group of 27 untreated cases. The ages ranged from five 
weeks to nine years. Criteria for inclusion in the study 
were: isolation of H. pertussis organism in naso- 
pharyngeal swabs or on cough plates, leucocytosis with 
absolute lymphocytosis, and observation of a typical 
paroxysm of cough by qualified observers. A careful 
history was taken to determine the time of onset of 
catarrhal symptoms, history of contact, and previous im- 
munization. Previous investigation had shown that effec- 
tive concentrations in vitro of aureomycin, chloromycetin, 
and terramycin could be obtained by a dose of 50 mgm. 
per kgm. body weight per twenty-four hours and was 
selected, for each antibiotic. Streptomycin was given in 
doses of 1.5 to 2.0 gm. per day, averaging a total of 
7.5 gm. Aureomycin (22 cases), chloromycetin (36 cases), 
and terramycin (41 cases), are of equal value in the 
treatment of pertussis, shortening the paroxysmal cough 
and whoop stage by four to eight days. Streptomycin 
by intramuscular and aerosol routes did not ,lter the 
course of the infection. A specific drug for the complete 
and successful therapy of pertussis has yet to be found. 

J. A. STEWART DORRANCE 
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A Modern Concept of Breast-Feeding. Levine, M. L.: 
J. Pediat., 38: 472, 1951. 


Levine divides all new mothers into six groups: (1) 
those who are anxious to nurse. Practically all of these 
mothers can nurse their children and should be given 
every encouragement and proper emotional support. (2) 
Those who have no particular feeling for or against 
nursing, and will do so if told that it is best for their 
baby. These mothers need every encouragement to nurse. 
Usually they enjoy the experience of breast-feeding. (3) 
Those mothers who prefer not to nurse, but will do so 
for baby’s health. This group should not be forcibly 
urged to nurse, but should discuss the matter with the 
pediatrician. They should try breast-feeding on the 
understanding that, if the experience is unhappy and 
not satisfying the "infant, it will be discontinued. (4) 
Those mothers who do not wish to nurse, fearing obesity 
or breast abscess, and dislike being tied down. If this 
group is encouraged to nurse, it is done so with a feeling 
of anxiety or even frustration. The child will derive more 
benefit from a bottle held by a relaxed mother rather 
than from one who breast-feeds and is anxious about 
her own welfare. (5) Those mothers who dislike or 
loathe the thought of breast-feeding. These mothers 
should not nurse, as a feeling of antagonism develops 
between mother and child and is detrimental to both. (6) 
Those who cannot nurse, due to economic situations 
where they have to work, or due to anatomical defects, 
where breast-feeding will not adversely effect their infant 
emotionally or physically. There should be no feelings of 
guilt or inadequacy and the mothers should not be al- 
lowed to become remorseful over situations beyond their 
control. 

With encouragement and confidence most mothers 
could and should nurse their babies completely, if they 
really desire to do so. However the flow of breast milk is 
greatly influenced by emotional factors. 

J. A. STEWART DORRANCE 


Successful Breast Feeding. Naish, F. C.: Brit. M. J., 
1; 607, 1951. 


At all times fashion has indicated the trends and 
popularity in breast-feeding, from one-half hourly to 
four hourly feeds, and recently ‘‘demand feeding’’ 
Breast feeding has lost its popularity, but still may be 
used in carefully selected cases, to great advantage to 
solve problems of difficult feeding or to instill confidence 
in young mothers. The fathers of breast-fed children are 
apt to blame all difficulties on the mother’s psychology. 
Oftentimes babies show a marked increase in weight as 
soon as artificial feeding is instituted, and their mothers 
become bottle-feeding followers. It is a well known fact 
that artificially-fed children are much more prone to 
infections, and require nearly five times as many home 
visits for illness as those infants who are breast-fed for 
at least three months. Confidence of the mother in her 
ability to provide an adequate flow of milk must be 
instilled by the pediatrician. The breasts should be ex- 


- amined in the third trimester, retracted nipples should 


be corrected. If there is engorgement manual expression 
of colostrum may be practised, this will relieve the mother 
and ensure an adequate flow of milk when it is needed. 
An expectant mother supervised by many authorities has 
difficulty to develop the self-confidence that depends on 
the support of a single familiar adviser. The mechanisms, 
the secretion and outflow are quite separate. 

Slow outflow from decreased demand results in con- 
gestion, i.e., secretion goes on but the outflow or ex- 
pulsion of milk does not keep level—hence the breast 
becomes ‘‘congested’’. The afferent impulse for ex- 
pulsion is via the sympathetic nerves mainly at the 
nipple. In the brain centre the efferent impulse is 
hormonal and is allied to oxytocin. If ‘‘congestion’’ is 
neglected the myo-epithelial cells of the ducts are 
stretched and do not contract and cause the ‘‘third week 
drop’’ of milk. Complementary feeds in the third or 
fourth week may be used as an adjunct, and when the 
flow is re-established the mother may go back to full 
breast-feeding. Later complementary feedings, at three 
months, may be introduced to initiate weaning. There is 
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ABSTRACTS : 


nothing in modern living conditions to prevent the 
system of breast-feeding for at least three months from 
working save the failure to realize its merits to all 
parties. J. A. STEWART DORRANCE 


The Effects of Allergy Management on Growth and 
Development of Allergic Children. Welsh, J. B.: J. 
Pediat., 38: 571, 1951. 


Welsh, studying 34 allergic children ranging in age 
from eighteen months to eleven and a half years for 
periods of 12 to 100 months, found that if the allergic 
condition was adequately controlled the child would show 
normal growth. The auxodromes were followed on Wetzel 
grids and showed a retardation of growth while the al- 
lergic processes were uncontrolled. When control was 
initiated and maintained the children recovered lost 
growth and followed their normal auxodromes and- ‘in 
two eases showed increased growth of. 4.4 months—to 
put them into the next auxodrome—i.e., one above 
normal. Specific control for each allergic condition was 
employed. J. A. STEWART DORRANCE 


Treatment of Infantile Diarrhea with a New Com- 
bination of Antibiotics. Kadison, E. R. and 
Borovsky, M. P.: J. Pediat., 38: 576, 1951. 


A study of 53 patients with infantile diarrhea was 
carried out to determine the effectiveness of neomycin, 
10,000u and bactricin, 2,000u combined in a tablet called 
neobacin. Previous investigation had shown that these 
two drugs had a synergistic action, in vitro and in vivo, 
against tubercle bacilli, Pr. morganti, Ps. xruginosa, Pr. 
vulgaris, Paracalobactra and FE. histolytica. A control 
group was treated with sulfadiazine, streptomycin, and 
penicillin alone or in combination. The neobacin-treated 
group showed a reduction in the duration of diarrhea. 
No recurrences were observed while the patients received 
neobacin as compared to numerous relapses in the con- 
trol group. Proctoscopic examination showed a marked 
reduction of inflammation in the rectal mucosa of the 
neobacin-treated group, with no bleeding nor ulceration 
as noted in the control group. 

(Notre.—Previous to the introduction of this combina- 
tion of antibiotics the most satisfactory regimen for the 
treatment of infantile diarrhea was streptomycin intra- 
muscularly and by mouth. Since streptomycin is poorly 
absorbed from the gastro-intestinal tract it had direct 
effect on the organisms. However, neobacin is more 
effective both in reducing the period of morbidity and 
in the greater variety of organisms against which it is 
effective. ) J. A. STEWART DORRANCE 


Tonsillectomy and Poliomyelitis. Seigel, M., 
M. and Magee, M. C.: J. Pediat., 


I. Studies on Incidence, 1949. 


The authors report on the incidence of poliomyelitis 
in 53,007 post-tonsillectomy cases. The reported cases 
included paralytic and non-paralytic forms of polio- 
myelitis. The diagnosis was based upon at least three 
of the following findings: fever, stiff neck or back, 
flaccid paralysis, and 10 to 500 white cells per ¢.mm. 
of cerebrospinal fluid, obtained in the acute stage. 
Those with flaccid paralysis or muscle weakness of 
spinal or bulbar origin were considered as paralytic 
cases, all others as non-paralytic. There was consider- 
able seasonal fluctuation with the largest number of 
tonsillectomies in the spring before the onset of the 
epidemic followed by the smallest number in the sum- 
mer at the height of the epidemic. Seventy-five per 
cent of the persons operated on were less than ten 
years of age—this age group also showed the highest 
occurrence of poliomyelitis. Very few cases of polio- 
myelitis were reported during the first six months of 
the year. There was no indication of the oncoming 
outbreak until July when there was a sharp rise in 
the cases, this continued to a peak until mid-August 
and 85% ‘oceurred during the months of July, August, 
and September. By the methods of study employed 
the number of cases of poliomyelitis reported in the 
group was 29.5% over the expected number. The extent 
of the risk, for cases occurring within one month after 


Greenberg, 
38: 537, 1951. 
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operation, appeared to be several times greater among 
tonsillectomized individuals than among others of com- 
parable age in the general population. 


II. Frequency of Bulbar Paralysis 1944 to 1949. 


The predisposition to bulbar paralysis within a 
month after tonsillectomy was more clearly evident 
during the non-epidemic years 1945 to 1948 than 
during the epidemic years of 1944 to 1949. The per- 
centage of patients with bulbar paralysis within the 
first month of operation was twice that observed in the 
epidemic years. This high frequency of bulbar paralysis 
during non-epidemic years indicates that the hazards of 
tonsillectomy were not limited to epidemic periods. 
Where cases of poliomyelitis occurred within the first 
month after operation, the percentage of patients with 
bulbar paralysis was almost always high regardless of 
the month of onset. However, no bulbar cases were 
observed during the winter. Timing the operation in 
the spring and fall was no safeguard against the de- 
velopment of bulbar poliomyelitis, and the winter is 
the least dangerous for elective operations from the 
standpoint of poliomyelitis. The increased frequency 
of bulbar paralysis after operation was accompanied 
by an increase in the fatality rate. This was greater 
than expected for cases of poliomyelitis occurring 
within the first two months after tonsillectomy. It 
represents additional evidence that the danger period 
after tonsillectomy may last for more than one month 
in some cases. The relationship between bulbar 
paralysis and tonsillectomy is established, and is most 
marked in the first three weeks or within the usual 
incubation period of poliomyelitis. 

J. A. STEWART DORRANCE 


Industrial Medicine 


An Analysis of Existing Types of Small-Plant Health 
Services in Northeastern United States. 0’Connor, 
R. B.: Arch. Indust. Hyg. g& Occup. Med., 3: 1, 73, 
1951. 

The delay in the development of effective health 
programs in small plants has been the difficulty of 
developing such programs with less than full-time 
medical personnel. In this article are described some 
of the methods that have proved successful in small 
plants in Northwestern United States. The author in- 
dicates also the pitfalls that limit program effective- 
ness and that therefore should be avoided. The four 
basic requirements for the success of a small-plant 
medical program are outlined as follows: (1) the medi- 
cal personnel must be truly interested in developing 
a real industrial health program; (2) the medical 
service must come into the plant; (3) the program 
must have management interest and support; (4) the 
primary aim must be the good of the employees. In 
the author’s experience, in those small-plant medical 
programs that have proved to be successful, all four 
of these basic requirements have been present; where 
attempts at developing a program have failed one or 
more has been missing. 

He reviews several programs that small-plant man- 
agements can use with assurance of real effective- 
ness: (a) the plan whereby the physician spends full- 
time in industrial: medicine, sharing time among a 
group of small plants. A plan as adopted in Hartford, 
Conn., has proved eminently satisfactory; (b) the plan 
whereby the doctor spends half or more of his time 
in in-plant service to several small plants. A very 
successful example of this exists in New York; (c) 
the plan whereby the local physician practising in 
the community, is willing to come into the plant for 
certain scheduled hours each week. This is the commonest 
and easiest plan to procure but is really successful only 
when the physician has the right personality, philosophy 
and interest in the work. Example is given of one small 
plant near Boston with such a service. Here in one year 
through reduced compensation losses, $10,000 was_ re- 
turned to them; in the following year $16,000 was 
returned. Reduction in absenteeism was reflected in ap- 
proximately 50% reduction in their group insurance 
losses. 
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LIVER EXTRACT INJECTABLE 


(15 UNITS PER CC.) 


Liver Extract Injectable is prepared specifically for the treatment of 
pernicious anaemia. The potency of this product is expressed in units deter- 
mined by responses secured in the treatment of human cases of pernicious 
anaemia. Liver Extract Injectable as prepared in the Connaught Medical 


Research Laboratories 


— contains at least 15 micrograms of vitamin B,, 
per cc. derived directly from liver and determined 
by the Lactobacillus leichmannii test. 


is carefully tested for potency. 


is low in total solids and light in colour. 


— is very highly purified and therefore can usually 
be administered uithout occurrence of discomfort 
or local reactions. 


Liver Extract Injectable (15 units per cc.) as prepared by the 
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The best method of reimbursing has been payment 
of an hourly stipend; the amount varies with the locality 
but should run between $10 and $15 an hour. 

To find nursing service for small plants in another 
problem. The ideal nurse—with the right personality, 
interest and initiative—can produce amazing results. 
Examples are quoted to illustrate the benefits that have 
been derived in plants employing a full-time nurse and 
in plants that share the services of a full-time nurse 
with other small industries. Under a plan in Boston, 
fifteen plants share the services of six nurses, each nurse 
dividing her time among two or three plants. The Liberty 
Mutual Insurance Company were responsible for getting 
the plants interested and for training the nurses. In every 
instance in which figures are available, there has been a 
sizable drop in compensation losses and in some a notice- 
able effect on absenteeism. Reference is made also to a 
number of plants where management has been able to 
procure the services of a registered nurse for a few hours 
each day, and also to part-time nursing service as given 
by the Visiting Nurse Association. 

MARGARET H. WILTON 


Dermatological Aspects of Unemployment and Re- 
settlement. Hewitt, M.: Lancet, 2: 921, 1950. 


To date little attention has been paid to occupational 
resettlement of cases after prolonged incapacity through 
skin disease. Based on his experience of the work in 
employment exchanges in the north-west of England, the 
author of this article has tried to assess what the Dis- 
abled Persons (Employment) Act 1944 has done for 
persons disabled in this way. He comments on the extent 
of the problem and on the resettlement results in a group 
of these patients. In addition he gives a detailed review 
of 50 unemployed persons who had failed to adapt them- 
selves to this disability. 

The resettlement results obtained in a follow-up of 
100 registered cases with skin disablement were not 
significant. The study of 50 unemployed persons suffer- 
ing from skin disabilities registered at employment ex- 
changes in north-west England led to interesting results. 
These 50 patients (43 men and 7 women) were medically 
examined, and their occupational social and medical 
history taken in detail. It was evident that unemploy- 
ment among them was due to more than one factor. 
The relative importance of each factor in maintaining 
the unsatisfactory condition of the patient is assessed. 
The findings show that the malady itself ranged low 
in comparison with the dominant position of unsatis- 
factory work-records and social problems. It was seen 
also that imperfect mental adaptation to chronic dis- 
ability plays a great part in long-continued sick absence 
from work, and unemployment amongst disabled persons, 
particularly those with chronic skin disease. 

The points raised by this investigation serve to show 
the close relation between the disability state, social 
environment and occupational record; they illustrate 
also that each can be fully appreciated only by considera- 
tion, of the others. It is the opinion of the author that 
fuller consideration of problems other than purely derma- 
tological ones may enable doctors to help patients before 
the stage of chronic sickness and unemployment, or 
resignation to both, is reached. MARGARET H. WILTON 


Book Reviews 


Surgery Orthodox and Heterodox. Sir W. H. Ogilvie, 
Member of the Council, Royal College of Surgeons; 
Surgeon, Guy’s Hospital and Royal Masonic Hos- 
pital. 241 pp., illust. $5.75. Charles C. Thomas, 
Springfield, Illinois; The Ryerson Press, Toronto, 
1950. 


One of the constant attractions of these addresses 
and editorials published by Ogilvie in the past twenty 
years is a kindly good humour. The volume contains 
twenty-one informative, entertaining, and carefully 
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pondered essays in a style satisfying in the delightful 
accuracy of word choice and arrangement, always per- 
mitting the reader to conclude that surgery is a craft 
with considerable fascination, and that surgeons are 
deserving of some philosophic notice. The lessons learned 
and advances made in two world wars are succinctly set 
forth in several of the contributions. The sketches of 
American and European surgeons as seen through 
British eyes are keen and gentle fun. Taken together 
this group of essays forms a history of contemporary 
surgical education and training told in a kindly fashion. 


Functional Anatomy of the Limbs and Back. W. H. 
Hollinshead, Head of Section on Anatomy, Mayo 
Clinic, Rochester. 341 pp., illust. $6.60. W. B. 
Saunders Co., Philadelphia; McAinsh & Co. Ltd., 
Toronto, 1951. 


A knowledge of anatomy is becoming increasingly 
important to a number of disciplines ancillary to Medi- 
cine. We have grown to expect the physiotherapist to 
have a greater knowledge of muscular function and in- 
nervation than the physician. We expect physical educa- 
tion instructors to work from sound information, so that 
they will not go counter to the plain facts of anatomy. 
We hope that nurses will have sufficient basic knowledge 
to make them the daily help and understanding friend 
of the physician and of the patient. 

Instructors in anatomy are thus often faced with the 
necessity of teaching multiple courses; often without 
proper texts for student use. Ridiculous as it may sound, 
until recently many physiotherapy students were refer- 
red to Gray’s Anatomy as a text, and this reviewer knows 
of physical education students who are required to work 
through Spalteholz. 

Dr. Hollinshead’s book is directed towards those 
groups which require grounding in the musculo-skeletal 
system, its structures and function, and he carried out 
his purpose very well indeed. A short introduction pro- 
vides the required general background of tissue structure. 
This is followed by a brief but satisfactory résumé of 
the systems of the body. Thus arrived at the musculo- 
skeletal system, the author’s approach now becomes 
regional and eminently logical. For example, in the 
upper limb he first provides a chapter of general orienta- 
tion to cover the main new terms that are to be intro- 
duced. Passing to the shoulder, he describes first the 
bones, then the joints and then the muscles, nerves and 
vessels. With this solid background he can turn to the 
functions of the shoulder which are communicated both 
by a good text and excellent illustrations. All in all, the 
approach is excellent, and the illustrations beautifully 
done. This book should prove particularly useful in the 
field of physiotherapy, and quite adaptable for students 
of physical education. 


Emergencies in Medical Practice. C. A. Birch, Physi- 
cian, Chase Farm Hospital, Enfield. 564 pp., illust., 
2nd ed. $5.25. C. & S. Livingstone Ltd., Edinburgh; 
Macmillan Co. of Canada Ltd., Toronto, 1950. 


This comparatively small book contains a vast array 
of readily available information. There is a very com- 
plete coverage of all conceivable medical emergencies 
that the practitioner is likely to-have to contend with. 
There are sufficient explanatory remarks to aid one in 
making a quick and correct diagnosis. Treatments sug- 
gested are concise and are accompanied by short explana- 
tions of their rationale. On reading this book one is im- 
mediately struck by the number and variety of emer- 
gency conditions in medicine. However, the whole subject 
has been very well covered by the contributors to this 
book. Many of the drugs recommended are referred to 
by their British Trade Names which are unfamiliar as 
such in North America; but there is an appendix giving 
their equivalent preparations so that this slight draw- 
back is not a serious handicap. The book can be recom- 
mended to all physicians who are likely to be faced by 
emergencies and especially to general practitioners. 
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The Management of Obstetric Difficulties. P. Titus, 
Obstetrician and Gynecologist to the St. Margaret 
Memorial Hospital, Pittsburgh; Consulting Obstet- 
rician and Gynecologist to the Shadyside Hospital, 
Pittsburgh. 1046 pp., illust., 4th ed. $16.00. The C. 
V. Mosby Co.; McAinsh & Co. Ltd., Toronto, 1950. 


Owing to the very high standard maintained through- 
out this book, it is difficult to select any one subject as 
being better or more fully treated than another. 

However, the chapters on dystocia and its diagnosis, 
both clinically and radiologically are excellent, and to- 
gether with the chapters on placenta previa and opera- 
tive mancuvres need especial mention. The management 
of breech delivery is good, although many obstetricians 
would desire perhaps more concrete indications for breech 
extraction than does Dr. Titus. The author recognizes this 
fact and discusses the problem of intervention in breech 
delivery in detail. It is to be hoped however that the oc- 
casional obstetrician will not be tempted to emulate the 
more liberal treatment proposed, for his results will not 
parallel the success attained due to the author’s long 
experience and personal skill. 

Toxemia of pregnancy is reviewed from the academic 
as well as from the practical standpoint. The detailed 
treatment is extremely informative. This work is to be 
highly recommended. It is informative, practical and 
interestingly written. It should prove of great value both 
to the practising obstetrician and to the occasional 
accoucheur. 


Pediatric Allergy. R. Chobot, Assistant Clinical Pro- 
fessor of Pediatrics, New York University-Bellevue 
Medical Center. 284 pp. $5.85. MeGraw-Hill Co. of 
Canada Ltd., London, New York and Toronto, 1951. 


In this book of 276 pages, Dr. Chobot has succeeded 
remarkably well in presenting complex subjects in simple 
abbreviated form and in general one can find little fault 
with his ideas. It is true, as he anticipates, that many 
will take exception to the emphasis he lays on the im- 
portance of foci of infection in childhood allergy. Per- 
haps the greatest value of such emphasis is that it will 
eall attention to a problem which is overlooked too often. 
The sections dealing with inhalant and ingestant allergy 
are excellent and should prove useful to those who must 
deal with these problems. The attempt to classify al- 
lergic states into the ‘‘immediate type’’ and the ‘‘de- 
layed type’’ is perhaps too rigid, but is a useful concept. 
The section on ACTH and cortisone is disappointingly 
brief but it does point out that these agents are un- 
likely to be important therapeutic aids in allergy of 
children. The section on skin allergy is practical and 
excellent. 

This book can be recommended to all practitioners who 
are called upon to manage allergic children. It is very 
readable and eminently practical. 


Physiology of Shock. ©. J. Wiggers, Professor of 
Physiology and Director, Department of Physiology, 
School of Medicine, Western Reserve Univ ersity. 
459 pp., illust. $5.00. The Commonwealth Fund, New 
York, N.Y., 1950. 


Those who are familiar with Professor Wiggers’ 
previous books on ‘‘Cireulation in Health and Disease’’ 
and Physiology in Health and Disease’’ will find the 
present volume equally lucid and valuable. It describes 
in considerable detail contributions made in the last 
decade to the understanding, and treatment of traumatic 
shock. As is stated in the preface, special emphasis is 
placed on studies of the circulatory changes and the 
peripheral circulation which were carried out at Western 
Reserve University. The author reviews critically most of 
the pertinent work on methods of producing shock, on the 
réle of fluid loss, on metabolic disturbanées, on respira- 
tory and oxidative functions, on diagnosis of the clinical 
state, and on neurogenic and toxemie factors in shock. 
On such vexed questions as vasohumoral mechanisms, 
the value of sodium therapy and the relationship of the 
adrenals to shock he maintains an impartial attitude. 

As with many other monographs, the book will prove 
invaluable to those specially interested in the field, but of 
doubtful value to the average physician. It is the sole 
recent, authoritative work on shock and as such ade- 
quately fills a real need. 


Just received from LEA and FEBIGER 
THERAPY of DERMATOLOGIC DISORDERS 


By Samuel S. Peck, M.D., Columbia, University; and 
George Klein, M.D., New York Medical College. 


383 pages, 4 illustrations. 1951, $7.80. 


The authors have included everything considered 
essential to guide the physician in making a correct 
diagnosis and to enable him to select the proper treat- 
ment. Skin diseases are grouped according to etiology, 
physiology, and pathology. A comprehensive dermatologic 
pharmacopeia is included. 


DISEASES OF THE ENDOCRINE GLANDS 


By Louis J. Soffer, M.D., F.A.C.P., Head of the 
Endocrine Research Laboratory and Clinic, The Mount 
Sinai Hospital, New York City. 





1142 pages, 88 illustrations. June 1951. $18.00. 


Dr. Soffer’s new work presents a detailed account of the 
physiological considerations and various endocrine dis- 
eases met in daily practice. It covers all clinical syn- 
dromes—and their complete management. 


THE MACMILLAN COMPANY OF CANADA LIMITED 
70 Bond Street, Toronto 2, Ontario 


MEDICAL DICTIONARY 


Edited by E. Veillon, M.D. Here is the first 
dictionary ,that presents the medical vocabu- 
lary in three languages. It is authoritative and 
up to date, including 100,000 terms. Eminent 
specialists have translated ‘each term from 
English into French and German; from 
French into German and English: from 
German into English and French. Clear ar- 
rangement, excellent print. The book makes 
reading of foreign literature easy. 1500 pages, 
1951, $22.50. 


TUBERCULOSIS AMONG 
CHILDREN AND ADULTS 


By J. Arthur Myers, Minneapolis. Third edi- 
tion of a leading book. Entirely new is Part 
IV: Recent progress, including mechanical 
therapy, cavernostomy, extrapleural thoraco- 
plasty and resection. ‘A concise presentation 
of the essential facts.’’—Journal of the 
American Medical Association, 897 pages, 127 
illustrations, third edition, 1951, $15.00. 
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excessive length of an article is undesirable. 
References: in the case of a journal arrange as follows: 
author (Jongs, A. B.), title, journal, volume, page, year. 
In the case of a book: Wiison, A., Practice of Medicine, 
Macmillan, London, Ist ed., p. 120, 1922. 
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india ink on white paper. All unmounted. Legends 
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proofs. 
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Classified Advertisements 


Send copy to Canadian Medical Association, 3640 
University Street, Montreal, not later than the fifteenth 
of the month previous to issue. 

Rates: $2.50 for each insertion of 40 words or less, 
additional words 5c each. 


POSITION WANTED.—English qualified male doctor, age 
33, energetic, capable, good appearance. 8 years’ experience 
including—Medicine, dermatology, venerology, some surgery, 
hygiene, pediatric. National Medical Board’s Officer. In Hos- 
pitals—R.A.M.C., 5 years own general practice, highest refer- 
ences. Any post considered—assistantship, general practice, 
medical officer in lumbering, mining areas or industrial organi- 
zation. Please send full particulars Air Mail—4 Phillimore 
Gardens, Willesden, N.W. 10, London, England. 


POSITION WANTED.—Ophthalmic specialist aged 37, M.D., 
L.M.C.C., Diploma in Ophthalmic Medicine and Surgery, Eng. 
Six years’ experience in Ophthalmology. Desires assistantship 
with view cr in grcup practice. Apply to Box 213, Canadian 
Medical Association Journal, 3640 University Street, Montreal. 


POSITION WANTED.—Certified otolaryngologist, age 35, 
desires association with Eye, Ear, Nose, Throat Practitioner in 
small city. Apply Box 206, Canadian Medical Association Journal, 
3640 University St., Montreal. 


POSITION WANTED.—Dublin graduate, nine years’ experi- 
ence in England, Ireland and Canada, including the following: 
General Hospital (Medical and Surgical). Maternity (Rotunda 
Hospital). Tuberculosis. Children’s Diseases and general prac- 
tice. Married, with one child. Requires app»vintment in Canada, 
preferably Alberta, or in province where L.M.C.C. is not re- 
quired, on a hospital staff, as an assistant, or for a general 
practice. Available immediately. Kindly state conditions, 
remuneration and accommodation available in first letter. Apply 
to Box 189, Canadian Medical Association Journal, 3640 Uni- 
versity Street, Montreal. 


_ POSITION WANTED.—British qualified internist with higher 
diploma in internal medicine and also holding L.M.C.C, seeks 
association with well established group, B.C. or Ontario pre- 
ferred, but any location carefully considered. Apply to Box 193, 
eek Medical Association Journal, 3640 University Street, 
Montreal. 


POSTGRADUATE STUDY by correspondence. Diploma in 
Anesthetics; Diploma in Psychological Medicine; Diploma in 
Ophthalmology; Diploma in Radiology; Diploma in Laryngology; 
Diploma in Child Health; F.R.C.S. Eng., and all Surgical 
Examinations; M.R.C.P. Lond., and all Medical Examinations; 
M.D. Thesis of all Universities. Courses for all qualifying Ex- 
aminations, Complete Guide to Medical Examinations sent free 
on application. Applicants should state in which qualification 
they are interested. Address: Secretary, Medical Correspondence 
College, 19, Welbeck Street, London, W.1., England. 


NOTICE.—APPLICATION FOR INTERNSHIP AT ST. LUKE 
HOSPITAL. St. Luke Hospital in Montreal will consider the 
applications of doctors requesting rotating internship through 
its various services. St. Luke Hospital has a capacity of 456 
beds and is approved by Canadian Medical Association and also 
approved by the American College of Surgeons; the quarters 
for interns were very recently furnished and offer first rate 
accommodation; salary, $75.00 per month through the first year; 
$100.00 per month the following year. Written applications 
should be sent to Dr. Harold Tétreault, St. Luke Hospital, 
1058 St. Denis Street, Montreal, Que, 


POSITION VACANT.—Pediatrician required by group in 
Ontario offering pension plan, annual holidays, and liberal op- 
portunity for postgraduate training. Apply to Box 184, Canadian 
Medical Association Journal, 3640 University Street, Montreal. 


POSITION VACANT.—Peediatrician, to work with a general 
practitioner doing surgery. Fully equipped office. Partnership 
basis. Apply to Box 194, Canadian Medical Association Journal, 
3640 University Street, Montreal. 


POSITION VACANT. — MEDICAL RESIDENCY AVAIL- 
ABLE.—For immediate service, at Detroit Memorial Hospital 
(formerly, St. Mary’s Hospital); 325-bed general hospital. Reply: 
Director of Education, Detroit Memorial Hospital, 1420 St. 
Antoine Street, Detroit 26, Mich., U.S.A. 


Continued on page 34 
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Business Report 


THE EIGHTY-SECOND ANNUAL MEETING OF THE CANADIAN 
MEDICAL ASSOCIATION, HELD IN MONTREAL 
June 18, 19, 20, 21, 22, 1951 


HE Ejighty-second Annual Meeting of the Canadian Medical Association was held in the 
Mount Royal Hotel, Montreal, on June 18, 19, 20, 21, 22, 1951. The registration included 
1,390 doctors and 348 ladies, making a total attendance of 1,738. 


THE ANNUAL GENERAL MEETING 


The Annual General Meeting was held on 
Wednesday evening, June 20 in Sheraton Hall, 
the Mount Royal Hotel. On this occasion Senior 
Membership was conferred upon the following: 


Drs. Charles F. Covernton, Vancouver, B.C.; Andrew 
F, Anderson, Edmonton, Alta.; Murrough C. O’Brien, 
Qu’Appelle, Sask.; Herbert S. Sharpe, Brandon, Man.; 
Frederick Etherington, Kingston, Ont.; Albert Paquet, 
Quebec, Que.; Albert Desgroseilliers, Beauharnois, 
Que.; Charles M. Pratt, Saint John, N.B.; Kenneth A. 
MacKenzie, Halifax, N.S.; James D. MacGuigan, 
Charlottetown, P.E.I.; William Roberts, St. John’s, Nfid. 


Dr. Norman H. Gosse, the retiring President, 
in a brief address, summarized the substantial 
accomplishments of the Association year just 
eoncluding. Dr. Harcourt B. Church was in- 
stalled as President of the Canadian Medical 
Association and presented his inaugural address. 

Fraternal greetings from the American Medi- 
eal Association were presented by Dr. George 
F. Lull, Chicago, Secretary and General 
Manager. 

The Frederic Newton Gisborne Starr Medal 
was presented to Dr. Alfred T. Bazin, of 
Montreal. 


THE GENERAL COUNCIL 


The General Council met in the Mount Royal 
Hotel, Montreal, on Monday and Tuesday, June 
18 and 19, 1951, under the Chairmanship of Dr. 
Harris MePhedran. The following delegates an- 
swered the roll eall: 


Drs. J. D. Adamson, Winnipeg, Man.; Alex. M. 
Agnew, Vancouver, B.C.; G. Harvey Agnew, Toronto, 
Ont.; J. F. C. Anderson, Saskatoon, Sask.; R. M. 
Anderson, Belleville, Ont.; Arthur W. Bagnall, Van- 
couver, B.C.; A. T. Bazin, Montreal, Que.; B. D. Best, 
Winnpeg, Man.; A. E. Blackett, New Glasgow, N.S.; 
Murray Blair, Vancouver, B.C.; E. W. Boak, Victoria, 
B.C.; William Boyd, Toronto, Ont.; Wm. Bramley- 
Moore, Edmonton, Alta.; F. 8. Brien, London, Ont.; 
L. W. Brownrigg, St. Stephen, N.B.; G. D. W. Cameron, 
Ottawa, Ont.; W. C. Campbell, Medicine Hat, Alta.; 
J. J. Carroll, Antigonish, N.S.; L. A. Caswell, Mon- 
treal, Que.; Harcourt B. Church, Aylmer, Que.; G. A. 
Copping, Montreal, Que.; F. H. Coppock, Eckville, 
Alta.; E. K. Dawson, Chesley, Ont.; E. M. Crawford, 
Pointe Claire, Que.; W. L. Delaney, Quebec, Que.; E. 
F. Donald, Edmonton, Alta.; H. 8. Dunham, Toronto, 
Ont.; H. T. Ewart, Hamilton, Ont.; Ray Farquharson, 
Toronto, Ont.; W. R. Feasby, Toronto, Ont.; G. C. 
Ferguson, Port Arthur, Ont.; G. Gordon Ferguson, 
Saskatoon, Sask.; G. R. Forbes, Kentville, N.S.; C. A. 
Gauthier, Quebec, Que.; W. C. Gibson, Vancouver, B.C.; 
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Léon Gérin-Lajoie, Montreal, Que.; A. L. C. Gilday, 
Montreal, Que.; A. M. Goodwin, Winnipeg, Man.; 
Norman H. Gosse, Halifax, N.S.; Duncan Graham, 
Toronto, Ont.; H. G. Grant, Halifax, N.S.; W. G. Gray, 
Sarnia, Ont.; W. R. Lynn Gunn, Vancouver, B.C.; G. 
W. Halpenny, Montreal, Que.; M. C. Harvey, Kitchener, 
Ont.; A. C. Hill, Sherbrooke, Que.; G. E. Hobbs, 
London, Ont.; W. R. Hodgkiss, Toronto, Ont.; J. G. 
Howlett, Montreal, Que.; Eyjolfur Johnson, Selkirk, 
Man.; W.. V. Johnston, Lucknow, Ont.; Mr. Eric R. 
Keirstead, Kingston, Ont.; A. D. Kelly, Toronto, Ont.; 
M. O. Klotz, Ottawa, Ont.; J. R. Lemieux, Quebec, 
Que.; D. Sclater Lewis, Montreal, Que.; E. Kirk Lyon, 
Leamington, Ont.; Ruvin Lyons, Winnipeg, Man.; R. 
H. Malyon, Toronto, Ont.; E. S. Mills, Montreal, Que.; 
O. G. Mills, Oshawa, Ont.; H. A. L. Mooney, Courtenay, 
B.C.; D. F. Moore, Saskatoon, Sask.; H. V. Morgan, 
Calgary, Alta.; A. R. Morton, Halifax, N.S.; Mr. Fred 
W. Murphy, Kingston, Ont.; H. B. Murphy, St. John’s, 
Nfid.; E. C. MeCoy, Vancouver, B.C.; H. E. Mae- 
Dermot, Montreal, Que.; D. F. MacDonald, Yarmouth, 
N.S.; D. M. McDonald, Edmonton, Alta.; M. T. Mac- 
farland, Winnipeg, Man.; J. E. McGillivray, Weyburn, 
Sask.; James M¢tGrath, St. John’s, Nfid.; F. G. Me- 
Guinness, Winnipeg, Man.; Jack McKenty, Winnipeg, 
Man.; D. G. MeKerracher, Regina, Sask.; J. A. Mac- 
Millan, Charlottetown, P.E.I.; W. J. P. MacMiWan, 
Charlottetown, P.E.I.; Harris McPhedran, Toronto, 
Ont.; A. B. Nash, Victoria, B.C.; Harold Orr, Edmon- 
ton, Alta.; R. M. Parsons, Red Deer, Alta.; H. H. 
Pierce, Charlottetown, P.E.I.; C. H. Pottle, St. John’s, 
Nfid.; A. Powers, Hull, Que.; T. J. Quintin, Sherbrooke, 
Que.; J. C. Rennie, Portage La Prairie, Man.; J. H. 
M. Rice, Campbellton, N.B.; R. W. Richardson, Win- 
nipeg, Man.; R. D. Roach, Moncton, N.B.; Paul Robert, 
Montreal, Que.; H. D. Roberts, St. John’s, Nfid.; J. L. 
Rochefort, Trois Rivieres, Que.; T. C. Routley, Toronto, 
Ont.; G. I. Sawyer, St. Thomas, Ont.; C. B. Schoem- 
perlen, Winnipeg, .Man.; W. deM. Scriver, Montreal, 
Que.; George F. Skinner, Saint John, N.B.; P. H. 
Sprague, Edmonton, Alta.; L. J. Sutherland, Owen 
Sound, Ont.; J. C. Thomas, Vancouver, B.C.; D. A. 
Thompson, Bathurst, N.B.; M. G. Tompkins, Do- 
minion, N.S.; Guy J. R. Turgeon, Montreal, Que.; A. 
F. VanWart, Fredericton, N.B.; R. P. Walker, Pres- 
eott, Ont.; S. A. Wallace, Kamloops, B.C.; J. A. 
Walsh, Manuels, Nfid.; R. Vance Ward, Westmount, 
Que.; W. P. Warner, Ottawa, Ont.; F. E. Werthenbach, 
Unity, Sask.; C. C. White, Chatham, Ont.; George 
N. White, Saint John, N.B.; F. L. Whitehead, East 
Riverside, N.B.; C. W. Wiebe, Winkler, Man.; F. H. 
Wigmore, Moose Jaw, Sask.; Wallace Wilson, Van- 
couver, B.C.; J. B. T. Wood, High Prairie, Alta.; M. 
A. R. Young, Lamont, Alta. 


The Chairman welcomed all members to the 
Eighty-second Annual Meeting and expressed 
the gratification of the Association at the pres- 
ence of Dr. George F. Lull, Secretary of the 
American Medical Association, and Mr. Fred W. 
Murphy and Mr. Eric Keirstead, representatives 
of the Canadian Association of Medical Students 
and Interns. 
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REPORT OF THE COMMITTEE 
ON ARCHIVES 


Mr. Chairman and Members of General Council :— 


‘. Your Committee reports with deep regret the loss 
of the following members by death during the past year: 


Afanasieff, A. P., Big River, Sask. 
Alexander, W. W., Montreal, Que. 
Arbuckle, A. M., Pictou, N.S. 
Baines, H. R., North Battleford, Sask. 
Barrett, W. T., Victoria, B.C. 
Beaven, J. R., Galt, Ont. 

Benson, J. G., Toronto, Ont. 
Bernstein, Barney, Cochrane, Ont. 
Bertram, T. A., Dundas, Ont. 

Boyd, F. W., Winnipeg, Man. 
Branscombe, M. E., Belleville, Ont. 
Brean, J. S., Mulgrave, N.S. 
Breckenridge, W. G., Montreal, Que. 
Bromley, 8. W., North Bay, Ont. 
Brown, H. A. W., Parksville, B.C. 
Brown, John, Bralorne, B.C. 
Burns, Arthur 8., Kentville, N.S. 
Cairns, R. MeD., Ottawa, Ont. 
Carnell, A. H., St. John’s, Nfid. 
Carney, M. J., Halifax, N.S. 
Chalykoff, P., Hamilton, Ont. 
Cheeseman, G. A., Victoria, B.C. 
Clarke, W. B., Vancouver, B.C. 
Connell, James Victor, Kingston, Ont. 
Copp, C. J., Toronto, Ont. 
Cormack, J. H., Toronto, Ont. 
Coulter, J. W., Chatham, Ont. 
Coulthard, H. G., Toronto, Ont. 
Craig, Edward, St. Lambert, Que. 
Cramer, R. W. I., London, Ont. 
Crozier, J. A., Port Arthur, Ont. 


Dale, J. M., Toronto, Ont. 

Davis, E. G., London, Ont. 

Diner, J. J., Spalding, Sask. 

Doan, W., Harrietsville, Ont. 

Donnelly, F. R., Massey, Ont. 

Douglass, M. Ellen, Winnipeg, Man. 

Eacrett, E. J., Mission City, B.C. 

Elder, H. M., Montreal, Que. 

Emerson, C. L., Saint John, N.B. 

Fallis, Leslie C., Toronto, Ont. 

Field, T. H., Edmonton, Alta. 

Fillmore, M. J., Advocate Harbour, N.S. 

Fisher, A. J., Calgary, Alta. 

Fitzpatrick, W. S., Moncton, N.B. 

Freeman, C. H., Moose Jaw, Sask. (Life Member 
of Saskatchewan Division) 


Gibbs, Joseph, Vancouver, B.C. 

Gillen, R. M., Beechy, Sask. 

Gimby, W. E., Sault Ste. Marie, Ont. (Life Mem- | 
ber of Ontario Division) 

Gliddon, W. O., Ottawa, Ont. 

Goldschmied, K., Lucky Lake, Sask. 

Goldsmith, P. G., Toronto, Ont. 

Gorrell, J. A., Vancouver, B.C. 

Gourlay, W. N., Edmonton, Alta. 

Greer, G. G., St. Catharines, Ont. 

Grieve, J. D., Hamilton, Ont. 

Griffiths, J. E., Victoria, B.C. 

Gunne, W. J., Kenora, Ont. 

Hall, Janet, Woodstock, Ont. 

Hamilton, G. H., Chatham, Ont. 

Hamilton, R. J., Ailsa Craig, Ont. 

Hardie, P. W., Hamilton, Ont. 

Hardy, J. C., Morinville, Alta. 

Harvey, Frank R., Kitchener, Ont. 

Hayden, E. W., Cobourg, Ont. 

Hill, Bruce, Winnipeg, Man. 

Hingston, D. A., Westmount, Que. 

Holden, C. P., Fredericton, N.B. 

Howland, G. W., Toronto, Ont. 

Howson, A. G., Peterboro, Ont. 

Hutchison, Keith, Westmount, Que. 

Irving, R. W., Kamloops, B.C. (Senior Member) 

Jaffrey, W. R., Dundas, Ont. 

Johnson, B. F., Saint John, N.B. 

Johnston, W. J., Trenton, Ont. 

Jubb, A. V., MacGregor, Man. 

Keeping, B. C., Charlottetown, P.E.I. 

Kerr, Marion G., Toronto, Ont. 

Leggett, T. H., Ottawa, Ont. 

Leishman, A. G., Winnipeg, Man. 

LeSage, Jean Roger Arthur, Montreal, Que. 

Lighthall, D. 8., Picton, Ont. 

Lincoln, W. A., Calgary, Alta. (Life Member of 
Alberta Division) 

Lougheed, D. W., Chapleau, Ont. 

Mackie, J. W., Lansdowne, Ont. 

Martianoff, Ivan, Vancouver, B.C. 

Martin, J. R. M., Chatham, Ont. 

Meldrum, W. N., Norwich, Ont. 

Millman, W. S., Oshawa, Ont. 

Mitchell, Alexander, St. Catharines, Ont. 

Moffat, H. B., Ottawa, Ont. 

Morand, R. D., Windsor, Ont. 

Mulholland, R. P., Vancouver, B.C. 
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Murison, James A., Powell River, B.C. 
Musgrove, George S., Winnipeg, Man. 
McBane, J. K., Rainy River, Ont. 
McBroom, J. A., Brockville, Ont. 
McCulloch, E. A., Toronto, Ont. 
McDonald, E. M., Sydney, N.S. 
MeDougall, J. G., Halifax, N.S. (Senior Member) 
McDougall, John M., Brantford, Ont. 
McFarlane, E. C., Arthur, Ont. 
McFaul, A. M., Collingwood, Ont. 
McGill, W. L., Toronto, Ont. 
McIntosh, H. H., Vancouver, B.C. 
Mackay, Agret A., Montreal, Que. 
MacKay, Charles, Fredericton, N.B. 


MacKay, J. T., Saskatoon, Sask. (Life Member of 
Saskatchewan Division) 


MacLachlan, A. J., Vancouver, B.C. 
McKinnon, S. D., Noranda, Que. 


Macnab, D. S., Calgary, Alta. (Life Member of 
Alberta Division) 


McPherson, J. L., Ryley, Alta. (Life Member of 
Alberta Division) 


Nasmyth, R. D., Alert, B.C. 
Nelson, J. 8., Ottawa, Ont. 
Nutter, J. A., Montreal, Que. 
O’Brien, P. W., Toronto, Ont. 
O’Dwyer, P. J., London, Ont. 
Oulton, M. A., Saint John, N.B. 
Paintin, A. C., Cowansville, Que. 
Palmer, 8. M., Alliance, Alta. 
Philp, George R., Toronto, Ont. 
Pilkey, J. H., Hanover, Ont. 
Pringle, George W., Toronto, Ont. 
Purvis, G. 8., New Westminster, B.C. 


Reilly, William G., Montreal, Que. (Senior Mem- 
ber) (Hon. Treasurer, 1928) 


Ricker, Carmon, Toronto, Ont. 
Riggs, H. W., Vancouver, B.C. 
Ritchie, W. L., Montreal, Que. 
Robinson, E. J., Williamstown, Ont. 
Robinson, T. M., St. Jacobs, Ont. 


Routley, F. W., Maple, Ont. (Life Member of 
Ontario Division) 


Rumball, A. S., Regina, Sask. 
Schinbein, A. B. Vancouver, B.C. 


Scott, J. M., Glenolden, Penn. (formerly Toronto, 
Ont.) 


Seaton, Wallace B., Toronto, Ont. 
Simard, André, Quebec, Que. 


Simpson, William John, Millet, Alta. 
Member) 


Sinclair, F. D., Cloverdale, B.C. 

Smith, George L., Charlottetown, P.E.I.. 

Smyth, P. O., Toronto, Ont. 

Sneath, I. W., Lac du Bonnet, Man. 

Speechly, H. M., Winnipeg, Man. (Senior Member) 
Stewart, G. 8., Hamilton, Ont. 

Stewart, J. S., St. Thomas, Ont. 

Stewart, N. A., Davidson, Sask. 

Sutherland, B. C., Hamilton, Ont. 

Swan, A. J., Winnipeg, Man. 

Tupper, T. 8., Claresholm, Ont. 

Turnbull, H. L., Vancouver, B.C. 

Victor, B. A., Winnipeg, Man. 

Vrooman, C. H., Vancouver, B.C. (Senior Member) 
Walker, J. E., Simcoe, Ont. i 


(Senior 





Wardell, H. A., Hamilton, Ont. 

Watson, J. W., Calgary, Alta. 

Weatherbe, P., Halifax, N.S. 

West, John, Magog, Que. 

Williamson, R. J. D., North Bay, Ont. 

Wilson, W. A., Edmonton, Alta. (Senior Member) 
Wiseman, J. L., Winnipeg, Man. 

Worthington, G. H., Vancouver, B.C. 


All of which is respectfully submitted. 


H. E. MAcDERMOT, 


Chairman. 
Approved. 


REPORT OF THE EXECUTIVE 
COMMITTEE 


Mr. Chairman and Members of General Council :— 


2. The Executive Committee desires to present the 
following report: 


MEETINGS OF THE COMMITTEE 


3. Four meetings of the Executive Committee have 
been held since the last annual meeting, one in Halifax, 
two in Montreal and one in Toronto. The attendance at 
each has been excellent. 


ANNUAL MEETING, 1950 


4. The Eighty-first Annual Meeting was held in the 
Nova Scotian Hotel, Halifax, during the week of June 
19, 1950. The registration included 914 doctors and 417 
ladies, making a total attendance of 1,331. 


5. The General Council met on Monday and Tuesday, 
June 19 and 20, with 119 delegates present from the 
nine Divisions out of a total Council Membership of 
148. The excellent attendance coupled with keen stimu- 
lating and constructive discussion presented striking evi- 
dence of the vitality of the Association. 


6. Round Table Conferences were held for one hour 
and a half on the mornings of Wednesday, Thursday 
and Friday, followed by General Sessions. The after- 
noons were devoted to Sectional Meetings and enter- 
tainment. ‘ 


7. The President and Mrs. Gosse and all those as- 
sociated with them are to be congratulated on the success 
of the meeting which included an excellent scientific 
program, entertainment which will long be remembered 
and general arrangements so well organized that every- 
thing went along smoothly and on schedule. 


ANNUAL MEETING, 1951 


8. At the conclusion of the Halifax meeting, indeed 
before its conclusion, the President-Elect and Mrs. H. B. 
Church, began arrangements for the Eighty-second An- 
nual Meeting of the Association to be held in Montreal. 
The local committees have been active and enthusiastic 
and a very successful meeting is anticipated. 


9. The Central Program Committee, under the Chair- 
manship of Dr. F. G. Kergin, commenced work on the 
scientific program last autumn. An innovation this year 
is the introduction of Colour Television on Wednesday, 
Thursday and Friday afternoons, and the use of this 
novel medium of instruction is being carefully super- 
vised by an active committee in Montreal. Sessions of a 
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general nature have also been arranged for Wednesday 
and Friday afternoons, with meetings of a number of 
individual Sections on Thursday afternoon. The local 
Program Committee in Montreal has rendered valuable 
assistance throughout the year. 


THE LISTER LECTURE 


10. On the nomination of the Committee on Awards, 
Lectures and Scholarships, Dr. Donald C. Balfour of the 
Mayo Clinic, Rochester, Minn., was invited to give the 
Lister Lecture in General Session this year. Dr. Balfour, 
a former Canadian with a great host of friends and 
admirers in his native land, has accepted the invitation 
and is assured of a very cordial welcome. 


FUTURE ANNUAL MEETINGS 


11. The following arrangements have been made for 
future annual meetings: 


1952, ALBERTA 


12. Banff Springs Hotel has been selected as the place 
of meeting during the week commencing June 9, 1952. 
Arrangements have also been made to include the facili- 
ties of the Chateau Lake Louise. It is hoped that by 
utilizing both hotels and other available housing, all who 
wish to attend may be accommodated. 


1953, MANITOBA 
13. The annual meeting for this year has been 


scheduled for Winnipeg. 


1954, BRITISH COLUMBIA 


14. The annual meeting for this year has been 
scheduled for Vancouver. 


1955, ONTARIO: CoNJOINT B.M.A.-C.M.A. MEETING 


15. The British Medical Association has accepted an 
invitation to meet conjointly with the Canadian Medical 
Association in Toronto in June, 1955. An invitation was 
also extended to the American Medical Association to 
meet with us at the same time but had to be declined 
as the constitution of the A.M.A. does not permit of 
official meetings being held outside of the United States 
of America. However, we are assured that a large delega- 
tion will be present from the country of our friendly 
neighbour to the South. 


ANNUAL MEETINGS OF THE DIVISIONS 


16. The President and Mrs. Gosse, accompanied by 
either the General Secretary or the Assistant Secretary, 
attended Divisional Annual Meetings during the year 
1950 as follows: 


New Brunswick Division, Campbellton—August 24, 
25 and 26. 

Prince Edward Island Division, Charlottetown— 
August 28 and 29. 

Newfoundland Division, St. John’s—August 31, 
September 1 and 2. 

Nova Scotia Division (business meeting) Halifax 
—September 7 and 8. 

Saskatchewan Division, Saskatoon—September 14, 
15 and 16. 

Alberta Division, Calgary—September 19, 20, 21 
and 22. 

British Columbia Division, Vancouver—September 
26, 27, 28 and 29. 

Manitoba Division, Winnipeg—October 3, # and 5. 

Ontario Division, Toronto—May 21, 22, 23, 24 and 
25. 
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ANNUAL MEETINGS OF THE DIVISIONS, 1951 


17. The following schedule of Divisional Annual Meet- 
ings has been arranged for this year: 


Quebee Division, Montreal—June 19 (business 
meeting ) 

Newfoundland Division, St. John’s—August 29, 
30, 31 and September 1. 

New Brunswick Division, St. Andrews—September 
5 to 8, inclusive. 

Nova Scotia Division, Antigonish—September 10, 
11, 12 and 13. 

Prince Edward Island Division, Charlottetown— 
September 14 and 15. 

Saskatchewan Division, Moose Jaw—September 17 
to 20. 

Alberta Division, Edmonton—September 24 to 28. 

British Columbia Division, Vancouver—October 1 
to 5. 

Manitoba Division, Winnipeg—October 10, 11 and 

9 


me 


In addition to the scientific speakers provided by 
the C.M.A., it is anticipated that all the meetings will be 
attended by the President and either the General Secre- 
tary or the Assistant Secretary. 


SENIOR MEMBERS 


18. In accordance with the provision of Chapter IT, 
Section 3 of the By-Laws, the following were nominated 
by their respective Divisions and elected to Senior Mem- 
bership in the C.M.A. by the Executive Committee at 
its regular meeting in Toronto on March 1, 2 and 3, 1951: 


Dr. Charles F. Covernton, Vancouver 
Dr. Andrew F. Anderson, Edmonton 

Dr. Murrough C. O’Brien, Qu’Appelle 
Dr. Herbert S. Sharpe, Brandon 

Dr. Frederick Etherington, Kingston 
Dr. Albert Paquet, Quebec 

Dr. Albert Desgroseilliers, Beauharnois 
Dr. Charles M. Pratt, Saint John. 

Dr. Kenneth A. MacKenzie, Halifax 
Dr. James D. MacGuigan, Charlottetown 


19. With regard to the Newfoundland Division, it 
should be pointed out that, as this is a new Division 
having entered into federation with the Canadian Medical 
Association in 1949, there are no members of that Divi- 
sion who can fulfill the requirements for senior member- 
ship in the national association (i.e., membership in the 
C.M.A. for the immediately preceding ten year period). 
The Executive Committee therefore recommends to 
General Council— 


‘‘That By-law 2, Section 3, with respect to Senior 
Membership in the Canadian Medical Association 
be not applied until 1960 in respect to the New- 
foundland Division, and that one Senior Member 
be elected yearly who has been a member of the 
Newfoundland Medical Association for ten years 
and who has been nominated by the Newfound- 
land Division for Senior Membership in the Cana- 
dian Medical Association. ’’ 


Moved by Dr. H. B. Church, seconded by Dr. W. J. P. 
MacMillan, 
That we suspend the rules and regulations in 
order to implement the motion of the Executive 
Committee. Carried Unanimously. 


Moved by Dr. W. deM. Scriver, seconded by Dr. J. F. C. 
Anderson, 


That Dr. William Roberts, St. John’s, the nominee 

of the Newfoundland Division, be elected a Senior 

Member of the Canadian Medical Association. 
Carried. 


Moved by Dr. H. S. Dunham, seconded by Dr. G. G. 
Ferguson, 


That we now function under the rules and regu- 
lations. Carried. 
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MEMBERSHIP 


20. The following is a comparative statement of mem- 
bership for the calendar year 1950, and for the year 1951 
as at May 15: 


Province Paid 1950 Patd1951 Unpaid 1951 
British Columbia ... 939 905 123 
NOME) gcc cea wretais 798 816 
Saskatchewan ...... 685 680 
CS ee 685 628 81 
OCUATIO. ockcisewes 3,692 3,616 278 
QUEDEE: «6s anc deneaad 1,000 1,046 133 
New Brunswick 359 347 
Nova. Scot ...6.... 447 389 48 
Prince Edward Island 60 58 
Newfoundland 109 94 23 
OHMS, Seaucs er 8,874 8,579 686 
Approved. 


SUBSCRIPTIONS TO THE JOURNAL FROM CANADIAN DOCTORS 


21.  #$Under the existing arrangement, Canadian doctors 
receive the Journal as a perquisite of membership in 
the Canadian Medical Association. At the March 1951 
meeting of the Executive Committee, the opinion was 
expressed that doctors in Canada should be permitted to 
subscribe to the Journal without becoming members of 
the Association. The following resolution was passed: 


‘“That the Canadian Medical Association accept sub- 
scriptions to the Canadian Medical Association 
Journal from non-members of the Association at 
a fee not less than $10.00 per year.’’ 


This matter was discussed at some length by the Gen- 
eral Council. The view was expressed that if the Journal 
could be purchased for $10.00 this might prove a deter- 
rent to membership as the conjoint fee for Divisional and 
C.M.A. membership exceeds this amount. As opposed to 
this, it was stated that there are certain doctors who for 
various reasons may not want to join the Association 
but who might like to subscribe to the Journal. In the 
view of certain speakers it seemed foolish to publish a 
good Journal and then prevent doctors from purchasing 
it. It was pointed out that the proposed subscription rate 
is identical with the current membership fee and that 
few physicians should be deterred on financial grounds 
from conjoint membership in the Division and the 
National Association. 


Moved by Dr. E. K. Lyon, seconded by Dr. G. C. Ferguson, 


That the Canadian Medical Association accept 
subscriptions to the Canadian Medical Association 
Journal from non-members of the Association at a 
fee not less than $10.00 per year. Carried. 


REGISTRATION FEE AT ANNUAL MEETINGS 


22. At the November 1950 meeting of the Executive 
Committee, considerable discussion took place with re- 
spect to the advisability of the Association charging a 
registration fee at annual meetings. No formal action 
was taken but the question was later referred to the 
Divisions for an expression of opinion. It was finally 
agreed at the March 1951 meeting of the Executive 
Committee that the matter be referred to General 
Council. 


In the discussion of this matter it was reported 
that the following Divisions had expressed themselves as 
favourable to the application of a $5.00 registration fee: 
British Columbia, Alberta, Saskatchewan, Manitoba, New 
Brunswick, Nova Scotia, Prince Edward Island and New- 
foundland. The Ontario and Quebee Divisions had 
expressed their opposition. The proponents of the regis- 
tration fee pointed out that the Association required 
more revenue to carry out work of increasing importance 
and that this represented a reasonable and fair way of 
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obtaining it. In rebuttal it was stated that one of the 
privileges of membership had always been attendance 
without charge at the Annual Meeting. It was felt that 
the amount of money which could be raised by a registra- 
tion fee would not suffice to meet the needs of the Asso- 
ciation and that it would probably be necessary to raise 
membership fees in any event. It was finally 


Moved by Dr. D. A. Thompson, seconded by Dr. J. F. C. 
Anderson. 


that this General Council authorize the Executive 
Committee to levy a registration fee at future 
Annual Meetings, if deemed necessary, the amount 
of the fee to be determined by the Executive Com- 
mittee, but not to exceed $5.00 per member of the 
Canadian Medical Association. Not carried. 


RECIPROCAL TRAVEL ARRANGEMENTS WITH THE B.M.A. 


23. #<A reciprocal arrangement has been set up between 
the British and Canadian Medical Associations to provide 
funds for doctors from England who may wish to visit 
Canada but who are unable to export their own funds. 
The British Medical Association has come to an agree- 
ment with the Bank of England whereby two British 
doctors per year would be able to receive the equivalent 
of £200 ($600). A corresponding credit would be estab- 
lished for a Canadian doctor visiting Great Britain. 


VISIT OF THE ASSISTANT SECRETARY TO THE BRITISH 
MEDICAL ASSOCIATION 


24. \By arrangement with the British Medical Asso- 
ciation, Dr. A. D. Kelly, Assistant Secretary, visited the 
United Kingdom during November and December, 1950. 
In addition to observing at close quarters the operation 
of a large national medical association, he had the op- 
portunity of studying the National Health Services in 
England and Scotland. Your Executive Committee is 
grateful to the British Medical Association for the 
cordial manner in which he was received and for the 
information so freely placed at his disposal. The knowl- 
edge gained will be useful to the medical profession in 
this country. 


THE FREDERIC NEWTON GISBORNE STARR AWARD 


25. On the recommendation of the Committee on 
Awards, Lectures and Scholarships, and with the 
unanimous approval of the Executive Committee, Dr. 
Alfred T. Bazin of Montreal has been nominated as the 
recipient of The Frederic Newton Gisborne Starr Award. 
This honour is being bestowed upon Dr. Bazin in recogni- 
tion of his long continued interest in improving medical 
practice in Canada and of his valuable contribution 
toward the highest type of medical service for the public. 
The presentation will be made at the Annual General 
Meeting on Wednesday evening, June 20. 


MEDICAL CARE OF OLD AGE PENSIONERS 


26. The extension of Old Age Pensions to all citizens 
over the age of 70 has medical implications, particularly 
to those Divisions in which the profession has negotiated 
an arrangement for the medical care of the present group 
of pensioners. The identification by the means test of 
those unable to finance their own medical care has per- 
mitted the profession to regard this group as one 
properly entitled to assistance by the state. Although it is 
not possible to predict either the attitude of the Pro- 
vincial Governments or that of the Divisions concerned 
to the extension of medical benefits to the greatly en- 
larged number of pensioners, the problem is one which 
requires careful study in the light of our principles. 

The Executive Committee having considered this 
matter, submitted the following recommendation: 

The Executive. Committee recommends to General 
Council that the principle be established that the receipt 
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of social security funds does not in itself entitle the 
recipient to government-sponsored medical care. 


After thorough discussion of the implications of 
this principle it was 
Moved by Dr. E. K. Lyon, seconded by Dr. A. E. Blackett, 
that this resolution be adopted. Carried. 


BRITISH COMMONWEALTH MEDICAL, CONFERENCE 


27. At the annual meeting in Halifax last June, it 
was reported that the next British Commonwealth Medi- 
eal Conference would be held in Johannesburg, South 
Africa, July 11 to 15, 1951. Dr. Walter Scriver of Mon- 
treal was appointed to represent the Canadian Medical 


Association at this conference and also to act as official , 


delegate to the joint meeting of the British Medical 
Association and the Medical Association of South Africa 
which was being arranged at the same time and place. 
Later it was learned that assurance could not be obtained 
from the Government of the Union of South Africa that 
all British Medical Association members would be wel- 
come to attend the Joint Meeting in Johannesburg. It 
was therefore decided that the meeting should be can- 
celled. The same conditions will prevent the meeting of 
the British Commonwealth Medical Conference being held 
in South Africa. It has been proposed that the next 
meeting of the British Commonwealth Medical Confer- 
ence be held in India in 1952. . 


DEFENCE MEDICAL AND DENTAL SERVICES ADVISORY BOARD 


28. The representatives of the Canadian Medical <As- 
sociation 6n the D.M.D.S.A.B. have attended all meetings 
of the Board and of the Executive Committee. The in- 
creasing international commitments of the Government 
of Canada have called for large parliamentary appropria- 
tions for defence and have resulted in increases in the 
establishments of the Armed Forces never previously 
surpassed in peace. The need for medical officers has 
grown in a parallel fashion and in the next year the 
services of at least 200 doctors will be required. 
D.M.D.S8.A.B. has recommended several methods of 
making military service more attractive to young phy- 
sicians in the hope of raising the strength of the medical 
services to a level sufficient to meet their obligations. 
The need is, however, still acute and any failure to re- 
cruit the necessary numbers will reflect on the whole 
profession. The appointment of Dr. P. A. T. Sneath as 
full time secretary of D.M.D.S.A.B. has greatly facili- 
tated the work of the Board. 


Approved. 


In the discussion of this section of the report, 
certain members indicated their view that the needs of 
the Armed Forces for medical personnel might be met 
more easily if the three medical services were amalga- 
mated. General Council was informed that D.M.D.S.A.B. 
had proposed to the Minister of National Defence that 
a committee of qualified persons be set up to study this 
question. A memorandum to this effect had been pre- 
sented to the Minister in December, 1950. Further, 
recommendations concerning terms and conditions of 
appointment of medical officers had been made. No 
response to these proposals had been received. 


CIVIL DEFENCE 


29. The Department of National Health and Welfare 
has assumed the responsibility for advising the Civil 
Defence Co-Ordinator, General F. F. Worthington, on 
health and welfare matters. In this connection, the De- 
partment will initiate and co-ordinate civil defence health 
and welfare plans at Federal level; and has invited the 
Canadian Medical Association to participate in develop- 
ing a general pattern which will serve as a guide for 
civil defence health services in Canada. 


30. Certain preparatory steps have been taken by the 
Department such as training of personnel and collecting 
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basic information on the subject. A departmental health 
planning group has been established under the super- 
vision of Dr. K. C. Charron. 


31. It is proposed now to set up small working parties 
to be composed of persons who have special knowledge 
in the field under consideration. At the request of the 
Department, the Executive Committee has nominated the 
following representatives to serve on the working parties, 
as named: 


Civil Defence Casualty Services, Dr. A. D. Kelly, 
Toronto. 


Laboratory Services, Dr. William Magner, Toronto. 

Nutritional Problems, Dr. J. F. McCreary, 
Toronto. 

Industrial Medical Services, Dr. M. F. McGavin, 
Windsor. 


Mental Hygiene, Dr. Arthur Doyle, Toronto. 


Morgue and Burial, Identification, ete., Dr. W. L. 
Robinson, Toronto. 


Epidemiology, Health Statistics, ete., Dr. Adelard 
Groulx, Montreal. 


Approved. 


Speaking to this report, Dr. G. D. W. Cameron, 
expressed the appreciation of the Department of National 
Health for the work done by the representatives of the 
Association in drafting plans for the health aspects of 
civil defence. 


Moved by Dr. E. W. Boak, seconded by Dr. Harris Me- 
Phedran, 
That this section of the report be adopted with 
the amendment that the Executive Committee be 
empowered to make any changes in representation 
which may be necessary from time to time. 
Carried. 


INCOME TAX 


32. Although the Committee on Income Tax has not 
made any formal approach this year to the Federal De- 
partments concerned, a good deal of correspondence has 
taken place. Two developments are of particular interest 
to the medical profession. The first relates to a ruling 
of the Income Tax Appeal Board to the effect that tax- 
payers whose income is derived from a partnership must 
claim their deductible expenses from the partnership 
rather than in their personal income tax return. This 
ruling is being applied to medical partnerships and in 
some instances it is being applied retroactively. It is not 
evident that the payment of any additional tax is in- 
volved but doctors who practice in partnership should 
be aware of the new method of claiming the expenses of 
practice. 


33. In the presentation of the Budget, the Minister 
of Finance announced proposed amendments to the In- 
come Tax Act which should go far to remove some of 
the inequities which have related to salaried members of 
the medical profession. Although the actual terms of the 
amendments are not available at the time of writing, 
they are intended to provide— 


‘‘That, for the purpose of computing income from 
an office or employment for the 1951 or a subse- 
quent taxation year, there may be deducted certain 
amounts paid in respect of— 

(a) travelling expenses that the officer or em- 
ployee was required by the contract of 
employment to incur; 
professional membership dues where the offi- 
cer or employee was required by the contract 
of employment to maintain his professional 
status ; 
office rent or salary to an assistant or sub- 
stitute required by the contract of employ- 
ment to be paid by the officer or employee; 


(b) 
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(d) supplies consumed directly in the course of 
the employment for which the officer or em- 
ployee was required by the contract of 
employment to pay; or 


(e) Union dues.’’ 


34. The consequences of these changes should be bene- 
ficial to salaried doctors who are required to incur pro- 
fessional expenses in the course of their employment and 
particularly to those doctors who are practising under 
municipal contract. Representations have been made re- 
peatedly on behalf of these members of the profession 
and it is with considerable satisfaction that we see 
favourable action being taken. 


Approved. 


Moved by Dr. H. T. Ewart, seconded by Dr. M. C. Harvey, 


That this General Council would recommend to the 
appropriate Minister that the clause in the pro- 
posed amendments to the Income Tax Act relating 
to professional dues be interpreted to include all 
fees in professional societies. Carried. 


CONFERENCES WITH THE CANADIAN LIFE INSURANCE 
OFFICERS ASSOCIATION 


35. General Council, at the Halifax Meeting, passed 
the following resolution: 

‘‘That consideration be given to initiating discus- 
sions between the Canadian Life Insurance Officers 
Association and the Canadian Medical Association 
regarding Prepaid Medical Care Insurance in 
Canada.’’ 


Following discussion on this question in the Execu- 
tive Committee, the following resolution was passed: 


‘*That the Chairman of General Council, the Chair- 
man of the Committee on Economics and the 
General Secretary be the representatives of the 
Canadian Medical Association to confer with the 
Canadian Life Insurance Officers Association on 
Prepaid Medical Care Insurance in Canada.’’ 


37. It was pointed out to the Insurance Group that 
the purpose of this conference was to explore the possi- 
bility of some useful purpose being served by the 
Canadian Life Insurance Officers Association and the 
Canadian Medical Association instituting a joint study 
of the various aspects of the provision of medical care 
in Canada, with particular reference to financial implica- 
tions and arrangements. 


38. With the consent of the two organizations, a Joint 
Study Committee on Financing Medical Care was set up, 
representing the Canadian Life Insurance Officers Asso- 
ciation and the Canadian Medical Association. To date, 
one meeting of the Joint Committee has been held, when 
a tentative study plan was outlined. Other meetings will 
be held from time to time, and it is felt that the informa- 
tion obtained by the Joint Study Committee will be 
extremely useful to both organizations. 


Approved. 


The General Secretary stated that the personnel 
of this committee had been increased by two, in the 
persons of Mr. Bruce Power of the C.L.1.0.A. and Dr. 
A. D. Kelly of the C.M.A. He remarked that an extensive 
amount of research in the field of medical costs had been 
undertaken by the Life Insurance group without expense 
to this Association and that when the results were avail- 
able they should provide us with facts never previously 
obtained. He read the following extract from a com- 
munication from Mr. Power: 


“*Tt occurred to the Chairman of our Joint Study 
Committee that you might be interested in a brief 
report on the progress that has been made in de- 
veloping statistical information about the scope 
and cost of medical care in Canada. 


‘‘First let me say that we have had an excellent 
response from the life insurance companies .and 
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hope to have some very interesting figures as to 
the number of lives in Canada covered under group 
contracts making provision for a portion of the 
cost of hospital, medical and surgical expenses. 
We also expect that through the Dominion Bureau 
of Statistics we will be able to obtain estimates 
from the National Accounts of the amount being 
spent by Canadians on medical care. Finally, it is 
hoped that the Department of National Revenue 
will consent to analyze the income tax deductions 
allowed for excess medical expenses in order to 
determine the general pattern of such deductions 
from the point of view of both their frequency 
and amount. 


‘¢The study on which our Joint Committee embarked 
at its last meeting is necessarily of a long-term 
character but you can be assured that interest in 
the value to be derived from such an investigation 
has not abated. We shall press forward with the 
collection of these statistics as quickly as op- 
portunity permits and hope that there will be 
something concrete to submit to the Joint Com- 
mittee at its next meeting.’’ 


THE ARTHRITIS SURVEY 


39. At the last annual meeting, General Council ap- 

proved the report of a special committee on Arthritis 
which had conducted a survey of facilities for the treat- 
ment of arthritis in Canada. The recommendations and 
conclusions of this report were referred to the Executive 
Committee for implementation, and Dr. M. C. Harvey 
and Dr. F. S. Brien were appointed representatives to 
confer with representatives of the Canadian Arthritis and 
Rheumatism Society and the Canadian Rheumatism 
Association. Two meetings of this joint committee have 
been held, and it is possible to report that plans have 
progressed to the point that additional facilities for the 
treatment of arthritis are being envisioned in the form 
of 40-bed units at university teaching centres in the first 
instance. Provision of equipment and personnel for 
physical, occupational and recreational therapy is being. 
planned with a view to their utilization not only by pa- 
tients with arthritis but as part of the program of re- 
habilitation required by patients of all types. It is hoped 
that when the plans have matured it will be possible to 
present the need in a manner which will permit the 
major portion of the cost to be assumed under the Hos- 
pital Construction Grants. 

Dr. M. C. Harvey presented the following report 
of the Joint Committee of representatives of the Cana- 
dian Arthritis and Rheumatism Society, the Canadian 
Rheumatism Association and the Canadian Medical 
Association with respect to ways and means of imple- 
menting the recommendations of the C.M.A.’s Arthritis 
Survey Committee. 


THE FUNDAMENTAL PROBLEM IN IMPLEMENTATION 


The Arthritis Survey Committee of the Cana- 
dian Medical Association made nine specific recom- 
mendations. 

The eighth and ninth recommendations of the 
Arthritis Survey Committee may be summarized as 
follows: 


(a) That 1,000 additional beds should be provided 
for the diagnosis and treatment of rheumatic 
diseases either as units of existing general hos- 
pitals or in special hospitals in close proximity 
to general hospitals, and, 


That professional teams be developed for the 
management of these patients, and be available 
to give advice to general practitioners as neces- 
sary. 

It is submitted that the successful implementa- 
tion of all the recommendations depends upon the 
development of some practical means of implementing 
the recommendations regarding the provision of the 
additional 1,000 beds. The reasoning is as follows: 


(b) 
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(a) Recommendations 1, 2, 3, and 4 set forth gen- 
eral propositions with respect to the inadequacy 
of present facilities, the desirability of improv- 
ing facilities, and the place of specialized facili- 
ties relevant to the general practitioner in an 
over-all program of care for the rheumatic pa- 
tient. They are not capable of separate imple- 
mentation. 

Recommendations 5 and 6 concern the training 
of specialist personnel. The implementation of 
these recommendations is already well in hand 
through the Canadian Arthritis and Rheumatism 
Society’s continuous program of postgraduate 
clinical fellowships. 
The successful implementation of recommendations 
No. 7 regarding the provision of social services and re- 


habilitation services, can follow, but cannot precede the’ ” 


provision of the recommended additional bed units. 


With respect to the provision of specialized teams 
for the management of patients, and to advise 
general practitioners, it is submitted that the develop- 
ment of teams of the proper calibre can be assured only 
by establishing the recommended additional bed units, as 
professionally and administratively integral parts of gen- 
eral hospitals. 

It is concluded therefore that the fundamental 
problem is the implementation of recommendations Nos. 
8 and 9, insofar as the 1,000 additional bed units are con- 
cerned. The problem has two main aspects: 

(a) means of financing the construction, equipment 
and maintenance of such units, and 


(b) means of ensuring that the units attain a generally 
high standard of performance and actually fulfill 
the need for which they are designed. 


MEANS OF FINANCING 


Costs of construction—it has been estimated that 
costs of construction would be $5,500 per bed. This 
estimate is based upon separate fire-resistant structure 
of two storeys with basement, to house 40 patients, and 
to be connected to the main hospital by a tunnel. Cost 
per bed could be slightly reduced by extending the unit 
to three-storeys with a 60-bed capacity. 

Costs of equipment.—The above estimate of the 
costs of construction includes all normal fixed equipment 
and finishings, such as lighting, floor coverings, plumbing, 
etc. It does not include beds, other furnishings, nor does 
it include the costs of diagnostic and therapeutic equip- 
ment. It appears likely however that the costs of diag- 
nostic and therapeutic equipment, particularly the 
extensive equipment required for physical and occupa- 
tional therapy could be recovered under the existing 
National Health Grants program. 


Costs of maintenance.—It does not seem practical 
to suggest a separate scheme of financial maintenance 
for such units. It would be essential that the Provincial 
Grants and Municipal payments be identical with those 
regularly in force at the hospital concerned, and muni- 
cipal authorities would have to be convinced that support 
of patients in such units would be to the municipality’s 
advantage in the long-run. 


Potential source of funds.—The Federal-Provincial 
Hospital Construction Grants provide for the payment 
of $1,500 each by the Federal and Provincial Govern- 
ments, per bed, for the care of the chronically ill. The 
legislation governing this grant does not distinguish be- 
tween varying categories of care for the chronically ill, 
e.g., domiciliary or terminal care for the incurable and 
active treatment for the chronically ill who could be 
restored to useful activity. 


In view of the estimated cost of $5,500 per bed, 
it is not believed that the $3,000 per bed now available 
under the Hospital Construction Grant program would 
be sufficiently large to induce hospital authorities to 
embark upon a new venture of this kind. It*is sub- 
mitted that a total grant in the order of $4,500 per 
bed would be necessary. 
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Financing through the Hospital Construction 
Grants has the advantage that it does not disrupt the 
existing scheme of public medical care, and leaves 
administrative and professional control in the hands 
of hospital authorities. 


It is concluded therefore that implementation of 
this fundamental point in the Arthritis Survey Com- 
mittee’s Recommendations, i.e., the construction of ad- 
ditional bed units at general hospitals could be 
achieved by obtaining an amendment to the existing 
hospital construction legislation to enable the Federal 
and Provincial Governments to pay a total of $4,500 
per bed for the provision of special units for the 
diagnosis and treatment of rheumatic diseases, subject 
to such provisos as may be necessary to establish and 
maintain proper standards. 


METHODS OF ESTABLISHING AND MAINTAINING STANDARDS 


The whole project would fail to serve any use- 
ful purpose if such new units became nothing more 
than institutions for the domiciliary or terminal care 
of the chronically ill. It is suggested that this could 
be avoided in two ways: 


(a) That such units be established in the first in- 

stance at University teaching centres, and that 
the University staff direct the operations of the 
units. This could be proviso in any amendment 
to the Hospital Construction Legislation, with 
some ministerial discretion allowed to meet the 
special circumstances of the Provinces of New- 
foundland, Prince Edward Island, New Bruns- 
wick and Saskatchewan, and of Northern 
Ontario, and certain other areas not served by 
University Hospitals. 
By recommending that the Minister of National 
Health and Welfare, in considering for approval 
projects of this nature under the proposed 
amendment to the Hospital Construction Order 
(P.C. 2060, Part X) pay particular attention to 
the hospital’s ability to meet desirable minimum 
standards such as outlined in Appendix ‘A’ to 
this report. 


It is noted that this recommendation is in gen- 
eral keeping with the objectives, methods, and spirit 
of the recommendations of the recent Federal Con- 
ference on the Rehabilitation of the Handicapped, with 
respect to the establishment of Hospital Departments 
of Physical Medicine and Physical Rehabilitation. 


RECOMMENDATIONS 


The following recommendations are offered: 


I. THAT the Canadian Medical Association with 
approval of its Divisions endorse the findings of this 
Report, with respect to the ways:and means of im- 
plementing the recommendations of the Association’s 
Arthritis Survey Committee, and that in particular 
the attainment of an appropriate amendment to the 
Hospital Construction Order be the basis of the Asso- 
ciation’s proposals for the implementation of the 
recommendations of the Arthritis Survey Committee. 

Carried. 


II. THAT if the above recommendation be ap- 
proved by the Canadian Medical Association, and its 
10 Divisions, the Executive of the Association be 
directed to prepare a suitable brief for presentation 
to the Minister of National Health and Welfare, fully 
documenting the need for such special rheumatic dis- 
ease treatment units, the réle which they would play, 
and definite proposals with respect to the nature of 
the amendment required and the standards desired. 

Carried. 


III. THAT in presenting such a brief, the Cana- 
dian Medical Association seek the co-operation of other 
interested groups, including the Canadian Hospitals’ 
Council, the Association of Canadian Medical Colleges, 
the Canadian Rheumatism Assoc., and the Canadian 
Arthritis and Rheumatism Society. Carried. 
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The three recommendations were considered 
separately and each was carried in the terms outlined 
above. 


Moved by Dr. M. C. Harvey, seconded by Dr. H. 8. 
Dunham, 


That this report as a whole be approved as 
amended. Carried. 


REPORT OF THE JOINT COMMITTEE 
Appendix ‘A’ 


RECOMMENDED MINIMUM STANDARDS FOR RHEUMATIC 
DISEASE UNITS OF GENERAL HOSPITALS 


A.—Professional Staff— 


There should be: 


1. A chief of staff who should hold a fellowship in the 
Royal College of Physicians, or its Certificate in 
Internal Medicine, and who should have a special 
interest in the diagnostic, therapeutic and research 
problems in the field of rheumatic diseases. 


2. Assistant medical staff as required, including in- 
terns. 


3. If personnel are not available to meet the above 
requirements in certain localities, the centre might 
be staffed by part-time consultants from a neigh- 
boring area. 


4. Qualified consultants should be available in the 

following fields: 

(a) Orthopedic surgery. 

(b) Bacteriology and pathology. 
(ec) Roentgenology. 

5. Physiotherapists on the scale of at least one per 
20 beds—if possible under the direction of a phy- 
sician specializing in physical medicine. 

6. A medical social worker and rehabilitation counsel- 
lor, if possible, either on the staff of the hospital 
or on loan from a co-operating social agency. 

7. A laboratory technician. 

8. An occupational therapist, if possible. 


9. Nursing, administrative and other facilities such 
as would be found in a general medical service. 


B.— Nature of Construction— 


The building should be a fire-resistant structure 
incorporated in, or connected to the general hospital, 
and should include the following features: 


(a) Wards divided into two and four-bed units, 
normal bathroom, nurses’ station and utility 
rooms, 8’ corridors and 10’ ceilings. 

(b) Office, enquiry and waiting space on the main 
floor. 

(c) Large examination and treatment rooms suit- 
able for teaching purposes, and small consulta- 
tion rooms. 


(d) Laboratory space adequate to provide at least 
for hematological, biochemical and bacteriologi- 
cal studies. 

(e) Large day rooms. 

(f) Adequate space for physical, occupational and 
recreational therapy and adequate interveiwing 


space for rehabilitation counsellors and social 
workers. 


Nore: In reaching the cost estimate of $5,500 per bed, 
the above Standards were applied to a 40-bed building 
of two storeys and basement, with 3-storey elevator, 
20 beds per floor,—with basement fully excavated for 
physiotherapy, recreational therapy, storage and inter- 
viewing space. It was assumed that the hospital heat- 
ing plant would be able to carry the additional lead. 





C. CRITERIA FOR ADMISSION AND DISCHARGE OF PATIENTS 


Detailed criteria for the admission and dis- 
charge of patients are not offered. The objective of 
any such criteria would be to ensure that these units 
remain centres for the active treatment of those rheu- 
matie patients for whom there is some reasonable 
prospect of restoration or near restoration to socially 
or economically independent living. Where this objec- 
tive is evidently impossible to obtain, the patient 
should be discharged to a centre designed for domi- 
ciliary care of the permanently disabled. 


PENSIONS AND RETIREMENT ALLOWANCES 


40. Your Executive Committee has on several oc- 
casions considered the question of providing pensions 
and retirement allowances for employees of the Asso- 
ciation. A sub-committee under the chairmanship of Dr. 
E. S. Mills has studied this matter carefully with the 
assistance of our solicitor and insurance experts. At its 
meeting on March 1, your Executive Committee received 
the following reports and, by resolution, recommended 
them to General Council for adoption and implementa- 
tion: 


A. Basic RETIREMENT PLAN 


41. Your committee recommends that the basic retire- 
ment plan as submitted by the Sun Life Assurance 
Company be recommended to General Council for ap- 
proval, provided our solicitor, Mr. Fleming, sees no 
objection to it. 


B. SUPPLEMENTARY RETIREMENT ALLOWANCE PLAN 


62. In order to provide for retirement allowances to 
certain employees long in the employ of the Association 
and presently nearing the retirement age, the following 
supplementary retirement allowance plan is recommended. 
This plan was submitted to your committee by the Sun 
Life Assurance Company. Briefly it envisages the setting 
up by the C.M.A. of a Salary and Retirement Allowance 
Reserve fund to provide’ half of the necessary funds 
prior to the retirement of the employee, the other half 
to. be provided from current revenue yearly from the 
time of retirement. 


NoTE: Full details of both plans were presented to 
General Council. They are omitted here for conserva- 
tion of space.) 


64. Your committee recommends an overall retirement 
allowance which consists of two parts—a basic retire- 
ment allowance plan to cover all employees present and 
future—and secondly a supplementary retirement al- 
lowance plan to provide for certain present employees 
nearing retirement age. The costs of providing the basic 
plan will be met partly by the employee and partly by 
the Association. The costs of the supplementary plan 
will be met entirely by the Association in such a way 
that roughly half of the funds necessary will be derived 
from a reserve fund to be set up prior to the employee’s 
retirement and the other half from current revenue after 
the allowances become operative. 

The following resolution, drawn up by the 
Solicitor, was submitted to General Council for con- 
sideration: 


1. ‘‘That General Council approve in principle the 
recommendations of the Committee on Pensions 
and Retirement Allowances as submitted to and 
approved by the Executive Committee on March 
22, 1951, subject to the following amendments: 


(a) That the normal retirement age for female 
as well as male employees be 65; 


(b) That the Association reserve the right to 
reduce or to discontinue entirely its con- 
tributions to either the basie or supple- 
mentary retirement allowance plans, or 
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both, if its executive should decide to put 
into effect a general reduction in salaries of 
those actively in the Association’s employ. 

That the Executive Committee be and it is 

hereby authorized to proceed with the imple- 

menting of the said recommendations as so 
amended, and without restricting the generality 
of the foregoing of: 

(a) Entering into such agreements with the 

employees of the Association and with the 
Sun Life Assurance Company of Canada in 
respect thereof as may be necessary or 
desirable; 
Paying or authorizing the payment out of 
the surplus or current funds of the Asso- 
ciation as the Executive may decide, such 
monies as may be required for the purposes 
aforesaid; 

(ec) Creating and setting up such reserve funds 
for the said purposes as the Executive may 
decide, and investing such funds in securi- 
ties authorized for the investment of funds 
of a company registered under the Canadian 
and British Insurance Companies Act, 1932, 
and any amendments thereof. 


Moved by Dr. E. S. Mills, seconded by Dr. A. E. Blackett, 
That the above resolution, as drafted by the 
Solicitor, be approved. Carried. 

Moved by Dr. H. G. Grant, seconded by Dr. J. J. Carroll, 


That the complete report on Pensions and Retire- 
ment Allowances be approved as amended and the 
Executive Committee be instructed to proceed 
with its implementation. Carried. 


HOUSING OF THE ASSOCIATION 


65. In March 1950 your Executive Committee discussed 
the advisability of obtaining quarters for use as a per- 
manent home and headquarters for the Canadian Medical 
Association, and a sub-committee, consisting of Dr. N. 
H. Gosse, Dr. R. W. Richardson and Dr. J. F. C. Ander- 
son, was appointed to study all phases of this matter. 
The following report was considered at two meetings of 
the Executive Committee but, in view of the lack of 
unanimity, it was tabled for further study and consider- 
ation at a more opportune time: 


66. ‘‘ Your committee has taken more than the usual 
amount of time in the study of this very important 
subject referred to it. It has canvassed the 
opinions of a great many persons in many of our 
Divisions and we would express our findings in the 
following terms: 


1. That the business offices of the Association, 
including its secretarial offices, should be 
centralized, and in one building, but that as 
against that, the honorary officers of the Asso- 
ciation should show a minimum of concentra- 
tion in any area. 


. That though ideally the editorial offices might 
be under the same roof as the business offices, 
it should not be advocated at this time. 


. As to possible locations for such centralization 
of business offices and personnel, your com- 
mittee has been led to consider three cities— 
Montreal, Ottawa and Toronto. 

(a) With respect to Montreal, while from the 
historic and population viewpoint we find 
it important for Montreal to have and to 
retain a definite form of expression of 
C.M.A. activity, nevertheless, it is found 
that a point nearer the population and 
geographic centres of the Dominion would 
be more desirable. 

With respect to Ottawa, while there has 
been some argument that there would be 
advantage in having our officers nearer the 
seat of government than they are at 
present, we find that generally speaking, 
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there is stronger argument against that 
factor than there is for it, largely on the 
basis of familiarity breeding contempt. In 
addition, many regard Ottawa as off the 
beaten track and inconvenient to reach 
from either east or west. 

More than for any other reason, Ottawa 
has been suggested as a compromise which 
we find poor reason for recommending it. 
With respect to Toronto, we find it ac- 
ceptable for the following reasons: 

i, It is nearer the centres of population 
and of geography. 

ii. It is more easily reached by men from 
all parts of Canada. 

ili. Centralization could be effected there 
with the least disturbance of personnel. 


. With respect to a house for the Association, 
though Toronto appears to have the advantage 
as to locale, your committee has been brought 
to find that in order to offset or to obviate any 
criticism and insofar as possible to dispel any 
fear that the C.M.A. might be influenced or 
dominated by other medical or university groups 
in that location, the C.M.A. should own and 
operate its own building. 


. With respect to finances, the saving of the 
rent presently being paid for offices and the 
advantage of having a proportion of our re- 
serves in real estate rather than in bonds sug- 
gests to your committee that consideration 
should be given to the securing of a building 
as soon as that may be done to advantage. 


. In conclusion, your committee would point up 
its main findings in the following terms: 

(a) That the business offices of the Association 
be concentrated in Toronto, and that as 
soon as it can be advantageously arranged 
it be housed in a building owned and 
operated by the Association. 

(b) That as the present form of C.M.A. 
activity in Montreal, and again so as to 
disturb existing editorial personnel as 
little as possible, the editorial offices of the 
Journal remain in that city.’’ 

This report was thoroughly discussed by members 
of General. Council and it was finally 


Moved by Dr. A. C. Hill, seconded by Dr. N. H. Gosse, 
that the report be tabled. Carried. 


REPORT OF THE SPECIAL COMMITTEE ON STANDARDIZATION 
AND APPROVAL OF HOSPITALS IN CANADA 


67. At the last Annual Meeting, General Council ap- 
proved of the following resolution: 

‘‘That the Executive Committee recommend to 
General Council that a special committee be ap- 
pointed to consider the setting up of machinery 
for the standardization and approval of hospitals 
in Canada—such committee to have the power to 
invite the co-operation of the Royal College of 
Physicians and Surgeons of Canada and the Cana- 
dian Hospital Council in this study, and to report 
back to the Executive Committee of the C.M.A.’’ 


68. The Executive Committee appointed the follow- 
ing to conduct this study: Dr. E. K. Lyon (Chairman), 
Dr. W. V. Johnston and Dr. M. C. Harvey. 


69. Shortly after the appointment of this Committee, 
it became known that the American College of Surgeons 
was considering withdrawing from the field of hospital 
standardization, and it therefore appeared that a study 
of this matter was most opportunely timed. 


70. Your committee has considered many aspects of 
the complicated field of hospital standardization and 
approval and an attempt has been made to estimate the 
possible cost of such a program in Canada. Although 
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accurate estimation is impossible, it appears that a 
budget in excess of $50,000 per year would be necessary 
for the operation of a central office and the essential 
field staff of competent inspectors. 


71. Conversations have been held with individual of- 
ficers of the Royal College of Physicians and Surgeons 
of Canada and the Canadian Hospital Council, and while 
it is evident that they fully appreciate the importance 
of an efficient Canadian standardization program, it is 
also evident that they cannot commit their respective 
organizations to the substantial contributions which 
would be required to maintain it. The possibility that 
public funds might be made available for this purpose 
has not been overlooked and exploratory conversations 
have been held with the Federal authorities. No commit- 
ments have been made, but government is not unsympa- 
thetic to the support of a project so important in promot- 
ing a high standard of medical eare. 


tas The Canadian Medical Association has for twenty 
years been interested in one aspect of hospital accredita- 
tion, the identification of Canadian hospitals approved 
for internship, and for a lesser period in approving hos- 
pital laboratories as schools for the training of technolo- 
gists. The Royal College of Physicians and Surgeons of 
Canada undertakes the identification of Canadian insti- 
tutions for advanced graduate training in the specialties. 
These activities have been carried on in the absence of 
a field staff to conduct initial and periodic inspections, 
and there is little doubt that they could be conducted 
more effectively if they were integrated with the work 
of an adequately staffed Canadian agency dedicated to 
the elevation of standards of hospital practices in all 
fields. 


74. While your Committee was investigating the situ- 
ation in Canada, very interesting developments were 
transpiring in the United States. The American College 
of Surgeons decided to postpone its withdrawal from the 
field of hospital standardization until there could be 
developed an acceptable agency representative of the 
other interested professional organizations. A series of 
meetings were held at which the American College of 
Surgeons, the American College of Physicians, the 
American Hospital Association and the American Medi- 
cal Association were represented. It has been decided to 
recommend to the constituent bodies the formation of a 
Joint Commission on Accreditation of Hospitals, with 
the following purpose: 

To conduct a hospital inspection and accreditation 
program which will encourage physicians and hospitals 
of the United States and Canada voluntarily: 


1. To apply certain basic principles of organization 
and administration for the efficient and effective 
eare of the patient, 

2. to promote high quality of medical and hospital 
care in all its aspects in order to give patients the 
greatest benefits offered by medical science, and 

3. to maintain the essential diagnostic and thera- 
peutic services in the hospital through co-ordinated 
effort of the organized medical staff and govern- 
ing body of the hospital. 


75. On March 9, 1951, the President of the Canadian 
Medical Association received from Dr. Paul R. Hawley, 
Director of the American College of Surgeons, a letter 
describing the proposal to form the Joint Commission 
and inviting the Canadian Medical Association to become 
a participating member. The proposal envisages a govern- 
ing body of the Joint Commission to be comprised as 
follows: 


3 Commissioners appointed by the A.C.P. 
6é sé 


3 ce f¢ 6A. 
7 66 6c “6” -€2 A.H.A. 
6 66 6c 66 66 A M.A, 


1 Commissioner appointed by the C.M.A. 


76. The Commission would establish a small central 
organization, the budget for which is estimated at 
$70,000 for the first year. The expense would be ap- 
portioned to member agencies in accordance with the 
representation on the Commission, and if the Canadian 
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Medical Association became a member, the share would 
be 1/20, or approximately $3,500 for the first year. No 
estimate has been made of future annual contributions. 


77. The Commission will establish standards and forms 
and will issue evidence of accreditation. It will not 
furnish field inspectors, and these essential individuals 
will continue to be provided by such member agencies 
as choose to employ them. 


78. The invitation to join the Joint Commission on 
Accreditation of Hospitals should be examined carefully 
to determine whether it will provide the Canadian Medi- 
eal Association with the vehicle to contribute to the 
elevation of standards of hospital practice in Canada. 
The objects of the new agency are worthy, and member- 
ship would permit the Association to have a small share 
in determining its policies. For this privilege we would be 
committed to an outlay of 1/20 of the budget of the 
central organization, but it would not relieve us of the 
responsibility of providing a field inspection service if 
such is to be carried out in Canada. We are not aware 
of the attitude of the other interested Canadian organiza- 
tions, or whether they would be satisfied to have the 
Canadian viewpoint presented by the one representative 
of this Association. 


79. 
(a) 


It remains for this General Council to decide: 


Whether the Canadian Medical Association should 
pursue the policy of establishing a Canadian 
organization for the standardization and ap- 
proval of hospitals in Canada, either independently 
or in association with other interested Canadian 
agencies, and the method of financing such a 
project. 

Whether the Canadian Medical Association should 
accept the invitation to become a participating 
member of the Joint Commission on Accreditation 
of hospitals. _ 


It will be apparent to General Council that these 
two possibilities are not strictly alternative, as the ac- 
ceptance of one course does not preclude the other. .. 


Your committee has reported to the Executive 
Committee on two occasions, and is now instructed to 
summarize its findings for the information of this Gen- 
eral Council. We would recommend: 


1. That the Canadian Medical Association should 
take the lead in setting up a body for the stand- 
ardization and approval of hospitals in Canada. 
Approved. 

2. That co-operation be sought from other interested 
bodies, such as The Royal College of Physicians 
and Surgeons of Canada, The Canadian Hospital 
Council, The Canadian Catholic Hospital Asso- 
ciation. 


Approved. 


3. That a committee be set up to implement the fore- 
going recommendations and that such committee 
be expected to explore acceptable possibilities for 
financing this program. 

Approved. 

4. That the Canadian Medical Asséciation acknowl- 
edge with thanks the invitation to become the 
Canadian member of the joint Commission, and 
leave to the discretion of the Executive Committee 
the decision as to when or whether the invitation 
may be accepted. 

Approved. 

A general debate of this important topic brought 
out many problems which can only be resolved by further 
investigation and study and in approving the resolutions 
listed above, General Council provided the necessary 
authority for this work to be carried out. 


It was finally 


(b) 


Moved by Dr. E. K. Lyon, seconded by Dr. N. H. Gosse, 


That the entire report on Standardization and Ap- 
proval of Hospitals in Canada, be adopted. 
Carried. 
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CANADIAN ASSOCIATION OF RADIOLOGISTS 


80. The following resolution was received from the 
Canadian Association of Radiologists: 


‘*Resolved that the Canadian Association of Radi- 
ologists be officially represented on the Canadian 
Medical Association General Council, perhaps 
through its existence as a Section of the C.M.A.’’ 


81. It was pointed out to the Canadian Association of 
Radiologists that, under Chapter 3, Section 4 of the By- 
laws, they may send a non-voting member to meetings of 
General Council. 


REPRESENTATION AT MEETING OF CANADIAN HOSPITAL 
CoUNCIL 


82. On the invitation of the Canadian Hospital Council --’ 


that the Canadian Medical Association send two repre- 
sentatives to its biennial meeting in Ottawa on May 
28, 29 and 30, 1951, Dr. J. R. Lemieux of Quebee and 
Dr. A. D. Kelly, the assistant secretary, were appointed. 


WorRLD MEDICAL ASSOCIATION 


83. The General Assembly of the World Medical Asso- 
ciation met in New York City on October 16 to 20, 1950. 
The President-Elect, Dr. H. B. Church, and the General 
Secretary acted as delegates from the Canadian Medical 
Association, with Dr. D. A. Thompson of Bathurst and 
the Assistant Secretary, Dr. A. D. Kelly, as alternates. 
Dr. Elmer Henderson of U.S.A. was unanimously elected 
to the Presidency of the W.M.A. and Dr. D. Knutson of 
Sweden became the President-Elect. 


84. Four applications were received for membership 
in the Association. Ethiopia and Thailand were accepted. 
West Germany and Japan were not, mainly, it appeared, 
because many of the doctors still in these countries were 
present at the time of the war atrocities, and it was felt 
that these countries should have a further probationary 
period and additional investigation. 


85. The 1951 meetings of the General Assembly will 
be held in Stockholm, Sweden, on September 15 to 20. 


Our President, Dr. Norman H. Gosse of Halifax, and 
the General Secretary have been appointed delegates to 
this meeting. 


Following the presentation of this report, the 
General Secretary stated that he would complete his 
term as Chairman of the Council of the World Medi- 
cal Association next September and it was his desire 
to attend the meeting in Stockholm, Sweden, at that 
time and present his resignation in person. 

Moved by Dr. Léon Gérin-Lajoie, seconded by Dr. H. B. 
Church, 

That, in view of the resignation of our General 

Secretary as respresentative of the Canadian 

Medical Association, at the next meeting to be 

held in Sweden next September; 


Be it resolved that this Council express to Dr. 
Thomas Clarence Routley the sincerest thanks 
and deep appreciation of the medical profession 
of Canada for the incommensurable work he has 
accomplished for the medical profession and the 
peoples of the world in the name of the Cana- 
dian Medical Association. Carried unanimously. 


GENERAL PRACTITIONERS SECTION 


86. A sub-committee of the Executive Committee, con- 
sisting of Dr. W. V. Johnston, Chairman, Dr. D. A. 
Thompson and Dr. J. C. Thomas, submits the following 
report: 


87. ‘‘The Canadian Medical Association Executive 
Committee this year appointed a sub-committee on gen- 
eral practice. It also made available $2,500.00 to the 
Section of General Practice to further its organization. 
It seemed advisable to this section that it use the major 
part of this money in attempting to resolve some Of its 
problems by discussing them at a meeting of its 
Dominion-wide representatives. 
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88. To this end there was held a three-day midwinter 
conference of the executive of the section in Toronto. To 
help view more accurately the Canadian scene of general 
medical care, a number of guests and observers from the 
fiields of government, medical education and public 
health were invited to attend and contribute to the 
discussions. There was a full attendance with the excep- 
tion of the representative from Prince Edward Island 
and one from Ontario who was ill. We submit that the 
conclusions of the group are significant. 


89. The decisions of most importance are contained 
in the following resolutions. The first deals with organiz- 
ation and the last two with the development of general 
practice along desirable lines: 

1. Resolved that, in view of the importance of the 
aims and objects of the Section of General Prac- 
tice of the Canadian Medical Association, and in 
the interests of unity, that the Canadian Medical 
Association be requested to budget each year for 
the expenses of the Section of General Practice. 
Approved. 

. Resolved that the Section of General Practice of 
the Canadian Medical Association favours the 
establishment of a Department of General Practice 
in all hospitals large enough to be departmental- 
ized. We feel that this could be accomplished by 
the formation of a section of general practice in 
such centres, realizing that the general practitioner 
cannot ask for greater privileges on hospital staffs 
until he has shown that he is willing to accept the 
responsibilities and work associated with such 
appointments. 

Approved. 

3. Resolved that a special committee be set up to 
find ways and means of giving recognition to the 
members who participate in postgraduate study 
and who demonstrate competence in general 
practice. ’’ 

After some discussion, it was 
Moved by Dr. W. V. Johnston, seconded by Dr. J. Jd. 
Carroll, 
That Resolution No. 3 be withdrawn. 
As a substitute it was 
Moved by Dr. D. A. Thompson, seconded by Dr. Glenn 
Sawyer, 
That this General Council give consideration to 
the changing of regulations regarding Sections 
in order that the aims and objects of the Section 
of General Practice may be achieved within the 
Canadian Medical Association and that it be 
further recommended that the Committee on 
Constitution and By-laws enter into direct con- 
sultation with the Section of General Practice 
in these matters. Carried. 
Moved by Dr. W. V. Johnston, seconded by Dr. D. A. 
Thompson, 
That the report on the General Practitioners’ 
Section, as amended, be adopted. Carried. 


Carried. 


CANADIAN ASSOCIATION OF MEDICAL STUDENTS AND 
INTERNS 


90. The assistance of the Secretarial Office has again 
been afforded to CAMSI in the operation of the Cana- 
dian Intern Placement Service which functioned for the 
first time in 1949 on a national scale. This year, 386 
students were placed in 44 approved Canadian hospitals 
for internship commencing July 1, 1951. 


91. It is a pleasure to welcome as delegates to this 
General Council Mr. Fred W. Murphy, President, and 
Mr. Eric R. Keirstead, Secretary, of the Canadian Asso- 
ciation of Medical Students and Interns. 

Speaking briefly to the General Council, Mr. 
Murphy deplored the low standard of remuneration 
for interns in Canada. He stated that the higher 
standard of remuneration in the United States is at- 
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tracting many good interns. If the rate were higher in 
Canada, he stated that he thought there would be no 
difficulty in keeping young men here. He urged that 
if anything could be done to rectify this inadequacy in 
remuneration, it would be to the best interests of all 
concerned. 


SUPPLEMENTARY REPORT OF THE EXECUTIVE COMMITTEE 
MEDICO-LAY ORGANIZATIONS 


A request has been received from the Health 
League of Canada that the C.M.A. should lend its voice 
to that body, urging upon Federal Government that some 
machinery should be set up to consider medico-lay 
organizations. 

After some discussion, it was 


Moved by Dr. M. C. Harvey, seconded by Dr. G. F. 

Skinner, 
That General Council instruct the Executive 
Committee to appoint a special committee named 
‘‘The Endorsation Committee for Medico-lay 
Organizations’’, whose duty it shall be to study 
all medico-lay organizations which make a 
national appeal for funds as to their validity 
and necessity and to make recommendations to 
the Executive Committee as to whether or not 


they should receive the  endorsation of the 
C.M.A. Carried. 
GORDON RICHARDS MEMORIAL FUND 


The General Secretary reported that the Ontario 
Cancer Treatment and Research Foundation has noti- 
fied the C.M.A. that a Gordon Richards Memorial Fund 
has been set up, and that body has suggested that in 
1953 a space on the program of the C.M.A. Annual 
Meeting be reserved for a speaker on cancer, whose 
expenses and honorarium will be provided by the 
Foundation, 
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Moved by Dr. Harold Orr, seconded by Dr. D. A. 
Thompson, 
That this invitation be accepted and passed to 
the Committee on Awards, Scholarships and 
Lectures for selection of a speaker. Carried. 


NEw TITLE FOR THE ASSISTANT SECRETARY 

The General Secretary called attention to the 
following resolution passed by the Executive Com- 
mittee: 

That a new office to be known as ‘‘ Deputy 

General Secretary’’ be created, and that Dr. 

Kelly’s official title be so designated. 

Members of General Council expressed unanimous 
approval. 

All of which is respectfully submitted, 

HARRIS MecPHEDRAN, 
Chairman. 

Moved by Dr. Léon Gérin-Lejoie, seconded by Dr. W. J. 
P. MacMillan, 


That the report of the Executive Committee as 
amended be approved. Carried. 


REPORT OF THE HONORARY 
TREASURER, (Abbreviated) 


Mr. Chairman and Members of General Council :— 


92. I have the honour to present the Financial State- 
ment for the year ending December 31, 1950, as prepared 
by our auditors, Messrs. McDonald, Currie & Company, 
in which are incorporated receipts and disbursements of 
the Toronto office and the annual meeting account, both of 
which are certified by Messrs. Thorne, Mulholland, 
Howson & McPherson of Toronto. 


STATEMENT No. 1 
BALANCE SHEET FOR THE YEAR ENDED 31st DECEMBER, 1950 


ASSETS 
GENERAL FUNDS: 
Cash on hand ....0- $ 275.00 
Cash in bank: 

Montreal $29,037.70 

Toronto 18.93 

Annual 

Meeting 1,769.37 
——— $30,826.00 
—— $31,101.00 
Accounts RECEIVABLE: 
Advertising and 
Journal sales ...... $1,945.05 

DEE. devctvndeees 346.86 

Special reprints ...... 98.34 

Deposit—Trans-Canada 

Be DANGER. acces dudine 425.00 
$2,815.25 
Less: Provision for 
doubtful accounts .. 600.00 
——-__ 2,215.25 
Investments—at book value— 

Statement No. 8 ....sseeeeee 188,259.12 
Prepaid XPense ..cccccccccccces 420.37 
Furniture and equipment— 

less depreciation ..........e6. 


3,249.41 
—-——— $225,245.15 
Trust FuNDsS— 





Statement No. 5 .....eeeeees 41,856.40 
SPECIAL GRANT FuNDS— 
Statement No. 6 .......eeeee 12,032.20 
$279,133.75 
——— 
Approved. 





LIABILITIES 
GENERAL FUNDS: 
Revenue received in 
advance: 
Prepaid member- 
ship fees, 1951 .. 
Prepaid subscrip- 
tions, 1951 


180.99 


5,559.32 
$ 5,740.31 


SURPLUS ACCOUNT: 
Balance—31st 
December, 1949 


Add: Excess of 
revenue over 


. .$208,829.91 


expenditure 
for the year ...... 10,674.93 
—_——— $219,504.84 
————_ $225,245.15 
ERUSUE:  c isssians di cncnecdodeecmadacanees 41,856.40 
PIP MOUAL CHANT casas duecaneddediesqua eas 12,032.20 


$279,133.75 


E. S. MILLS, 
Honorary Treasurer. 
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AUDITORS’ REPORT 


We have made an examination of the books and accounts of the Canadian Medical Association for the year 


ended 31st December, 1950. 


The receipts and disbursements of the Toronto office of the Association, including those of the Annual 
Meeting, have been audited by Messrs. Thorne, Mulholland, Howson & McPherson, who report that they have 
not verified the allocation of memberships and subscriptions between the years 1950 and 1951. Their figures 


have been incorporated in the attached accounts. 


Subject to the allocation of membership and subscriptions, we report that, in our opinion, the above balance 
sheet and the accompanying statements of revenue and expenditure are properly drawn up so as to exhibit a true and 
correct view of the state of the affairs of the Canadian Medical Association as at 3lst December, 1950, and of the 
results of the operation for the year ended on that date, according to the best of our information and the 


explanations given to us and as shown by the books. 


MONTREAL, 17th February, 1951. 


McDONALD, CuRRIE & Co., 
Chartered Accountants, 


STATEMENT No. 2 


STATEMENT OF REVENUE 


AND EXPENDITURE 


FOR THE YEAR ENDED 31st DECEMBER, 1950 


REVENUE 
Membership fees 
Subscriptions 
Advertising ... 
Sundry Journal sales .... 265.77 
Special reprints 255.7$ 
Annual meeting—Statement No. 4,114.65 
Sale of physicians’ formulary 107.56 
Revenue from investments and bank interest. 5,478.98 


$83,123.35 
17,124.56 
88,386.90 


$198,855.56 


REPORT OF THE COMMITTEE 
ON ECONOMICS 


Mr. Chairman and Members of General Council :— 


93. The nucleus of your Committee on Economics has 
met on three occasions and every endeavour has been 
made to insure the participation of the Divisional mem- 
bers of the Committee by the circulation of minutes and 
by correspondence. 


94. The work of your Committee this year was initi- 
ated by certain resolutions passed by General Council at 
the Eighty-first Annual Meeting. The first of these was 
stated in the following terms: 


‘*That this General Council approve of the principle 
that application be made to the Federal Govern- 
ment of Canada for a private bill for a national 
corporation to permit the incorporation of the 
prepaid medical care plans on a national basis. 
Furthermore, that the committee entrusted with 
this study be urged to consult with representa- 
tives of other voluntary health insurance plans 
with a view to making it as comprehensive a 
national plan as possible and that they report 
back to the Executive Committee. ’’ 


The implementation of this resolution was passed 
to the Committee on Economics and it is now desired to 
report on the action taken. 


95. In an endeavour to determine whether a further 
conference of prepaid medical care plans and _ allied 
organizations would result in the actual formatior of a 
national corporation to underwrite prepaid medical care 
coverage the following steps have been taken: 


EXPENDITURE 

Editorial office—Statement No. 4.$108,713.13 
General secretary’s office— 

ptatement NO, 4 6666 sccccwins 
Travelling—Statement No. 4 .... 21,347.52 
Medical economics 1,068.30 
Arthritis survey .. : “ 2,335.20 
Administration—Statement No. 4 3,511.25 


51,205.23 


oeee ee eeeeeee 


$188,180.63 
Excess of revenue over expenditure for the 
year -$ 10,674.93 


This report was Approved. 


Letter of July 6, 1950 to all plans and Divisions 
represented at the Halifax conference. This letter 
accompanied the minutes of the Halifax confer- 
ence and expressed the hope that it would be pos- 
sible to convene a further conference at which the 
delegates would attend armed with authority to 
negotiate the details of a national plan. 

Letter of August 1, 1950 to plans, Divisions and 
chairmen of provincial committees on economics 
asking whether they favoured the inclusion of 
Blue Cross Plans in the proposed national corpora- 
tion as carriers in those provinces where the pro- 
fession has not sponsored plans of prepaid medical 
care. 

Letter September 22, 1950 to plans, Divisions and 
chairmen of provincial committees on economics 
in which the importance of the questions asked in 
previous communications was stressed and _ in- 
formation was requested in the following terms: 


DIVISIONS: 


1. What agency represents your Division in the 
field of medical care? 

2. If certain Divisions nominate such organiza- 
tions as Blue Cross are you agreeable to their 
inclusion in the national corporation? 


PLANS: 


In the event that certain Blue Cross Plans are 
nominated by Divisions are you agreeable to their 
inclusion as member agencies in the proposed 
national corporation of prepaid medical care 
plans? 

(d) Letter October 30, 1950 to plans asking the fol- 
lowing questions: 
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1. Is your plan agreeable to entering into rela- 
tionship with one or more of the sister Plans 
in Canada? 


2. Are you prepared to send representation to a 
conference early in the new year qualified and 
ready to translate decisions into action by com- 


mitting your Plan to joining a correlating 
body? 


98. The Nucleus of the Committee on Economics met 
on October 4 and December 17 and at each of these 
meetings the replies received were carefully considerd. 
In view of the lack of unanimity and the vagueness of 
certain responses, it was not felt that the calling of a 
further conference would be justified at that time. 


99. The Committee on Economics is the agent in this 
instance of the General Council and the Executive Com- 
mittee in promoting a nation-wide organization of pre- 
paid medical care. It is the committee’s view that to do 
this effectively an agency capable of administering a 
contract for medical services should be present in every 
province and that the agency should be identified by the 
Division concerned. 


100. The Canadian Medical Association is not in the 
business of selling prepaid medical care contracts and 
any decision to form an organization to do so on a 
national basis rests squarely with the plans themselves. 
However, four conferences to discuss this matter have 
been convened under C.M.A. auspices and methods of 
national incorporation have been explored with the 
competent authorities. 


101. The Committee on Economics has not received 
evidence that the important elements in this project, the 
plans of prepaid medical care, are yet prepared to co- 
operate with each other to the point of forming a 
national corporation. Until agreement is much firmer 
than it appears to be, it is unnecessary to consider the 
further step of incorporation by Special Act of 
Parliament. 


102. A further development concerning the relationship 
of the plans with each other has been considered by the 
nucleus of your Committee on Economics. This relates 
to the situation created by the action of Physicians’ 
Services Incorporated in underwriting the group of 
employees of General Motors of Canada. Although the 
majority of the group is resident in the Province of 
Ontario, small portions of it are located in every 
province and their presence has created problems of an 
administrative nature with the professionally-sponsored 
plans in those provinces. It was the view of the nucleus 
committee that the co-operation of all the plans regard- 
ing the formation of Trans-Canada Medical Services 
might be promoted by a visit to each of the plans by a 
small delegation consisting of a representative of each of 
the plans and a representative of the Committee on 
Economics. 


103. This suggestion was transmitted to P.S.I., and 
the Committee on Economics has received from the Presi- 
dent of P.S.I. a statement of the willingness of that 
organization to participate in a tour of Western Canada 
by sending one delegate, provided that the Canadian 
Medical Association send two representatives. 


104. This matter was reported to the Executive Com- 
mittee at its meeting on March 1 and the proposal to 
explain the situation to full meetings of the governing 
bodies of all plans was strongly urged. It was, however, 
the opinion of the Executive Committee that an im- 
mediate tour of Canada to visit the plans would not be 
productive of the results hoped for and that the plans 
must take certain steps first. The Executive Committee 
passed the following resolution: 


‘‘That the various prepaid medical care plans be 
encouraged to proceed with the formation of a 
Trans-Canada Plan by their respective Divisions 
and that we offer them any assistance possible 


when and if they are ready to meet under our 
sponsorship and that the Committee on Economics 
take such steps as are necessary to implement this 
resolution. ’’ 


105. The nucleus of your Committee on Economics is 
convinced that the formation of Trans-Canada Medical 
Services should be advanced by every means at our 
disposal. Accordingly it was decided that a further effort 
be made to determine whether the plans are now ready 
to co-ordinate their activities on a national scale. A 
current study by a committee of the Defence Medical 
Association, of the problem of providing medical eare 
to service men’s dependents indicates another large 
group which might be covered by a national prepaid 
medical care organization. At the time of writing a 
communication has gone forward to the Presidents of the 
seven plans designated by their respective Divisions 
soliciting their opinion on the holding of a further 
conference in conjunction with this Annual Meeting in 
Montreal. 

At this point, Dr. C. C. White presented the fol- 
lowing supplementary report: 

Under the chairmanship of the Chairman of the 
Committee on Economics, a conference of accredited 
representatives of the medically sponsored plans with 
certain invited observers and advisers met in this Hotel 
on June 16 and 17. 

Out of that meeting there emerged the ‘‘Trans- 
Canada Medical Services’’, an established voluntary 
organization. It is made up of the voluntary medically 
approved prepaid medical care plans who apply for 
membership and comply with the regulations. The term 
‘‘medically approved’’ implies that the Division of the 
Canadian Medical Association of the Province in which 
the plan is located has specifically approved it for mem- 
bership in Trans-Canada Medical Services. It is con- 
templated that only one plan in each province would be 
so approved. 


AIMS AND OBJECTS 


The objects of Trans-Canada Medical Services are 
to promote the establishment and operation of such non- 
profit, voluntary medical care plans throughout Canada 
as will adequately meet the health needs of the public 
and maintain the high quality of medical care rendered 
by the medical profession. Inherent in these objects is 
a recognition that provincial plans should be autonomous 
in their operation so that the needs, facilities, resources 
and practices of their respective areas can be given due 
consideration, but that the health and welfare of the 
public may be advanced by the co-ordination, through 
the medium of this organization, of methods, coverages, 
operation and actuarial data. 


STRUCTURE 
Membership—Approved Plans. A membership fee of 50 
mills per participant as of July 1, 1951. 
Policy-making Body—‘‘ The Commission’? 
(a) One member from each member plan, 


(b) The Chairman of 
Economics. 





the Committee on 


The Commission shall elect their own chairman and 
other officers and may employ such personnel as it may 
deem advisable. 


This commission will have powers to: 


1. Promote sales. 

2. Develop inter-plan co-ordination. 

3. Work toward evolving uniform contracts. 

4. Compile statistics. 

5. Carry out any other functions deemed necessary 
by the member plans. 

6. Generally achieve the aims and objects of the 


organization. 
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It is recommended that this Council approve of 
the formation of the Trans-Canada Medical Services 
and the placing of the Chairman of the Committee on 
Economies on the Commission of the Trans-Canada 
Medical Services, and that Trans-Canada Medical 
Services be so informed. 

A good deal of discussion followed the presenta- 
tion of this report. One view was that the report 
should be received but not approved outright. Excep- 
tion was taken to the fact that in each province only 
one plan would be allowed to participate. The repre- 
sentative from Saskatchewan stated that it was felt 
that this Commission should be established and that 
it would not be wise to delay the formation of it any 
further. 


Other members felt that we should definitely ap- | 


prove of this Plan here, as, if we do not approve of 
it, it would then go out without the endorsation of 
the C.M.A. 

A member emphasized the difference between 
sponsorship and approval. He pointed out that if the 
C.M.A. approves the Trans-Canada Medical Services, 
that does not imply that the C.M.A. is in the insurance 
business. However, he pointed out that if the Trans- 
Canada plan gets the approval of the C.M.A., it would 
doubtless endeavour to keep its approval. He pointed 
out, too, that while it is no doubt preferable that there 
should be just one plan participating from each prov- 
ince, the door is not closed to more than one. In 
Quebec, for example, where there are language diffi- 
culties, it might be difficult for the Division to specify 
any particular plan. Then, too, a plan which might 
work very well for large centres like Montreal and 
Toronto, might not work at all well in sparsely popu- 
lated rural areas. He, too, asked that the C.M.A. 
approve the Trans-Canada Plan. 


It was finally 
Moved by Dr. C. C. White, seconded by Dr. M. A. R. 
Young, 
That this supplementary report be approved. 
Carried. 


106. A further resolution passed by General Council 
at the last Annual Meeting in the following terms was 
referred to the Committee on Economics: 


‘“That the Council of the Canadian Medical Asso- 
ciation request the Executive Committee to study 
and evolve, if possible, a plan for the implementa- 
tion of Clause 6, subsection (c) of the Statement 
of Policy of the Association.’’ 


This sub-section reads as follows: 


The Canadian Medical Association having ap- 
proved the adoption of the principle of health 
insurance, and having seen demonstrated the 
practical application of this principle in the 
establishment of voluntary prepaid medical care 
plans, now proposes: 


(a) The establishment and/or extension of these 
plans to cover Canada; 


(b) The right of every Canadian citizen to insure 
under these plans; 


(c) The provision by the State of the health 
insurance premium, in whole or in part, for 
those persons who are adjudged to be unable 
to provide these premiums for themselves. 


108. It is the view of your Committee on Economics 
that it is not necessarily the duty of the medical profes- 
sion to elaborate in detail the means by which a govern- 
ment might identify and assist those persons who require 
help in financing health insurance premiums. The State- 
ment of Policy represents the current objectives and 
recommendations of this Association and the language 
employed is deliberately general rather than specific. The 
problem, however, assumes new importance by reason of 
the prospect that all Canadians over the age of 70 may 
be made recipients of Old Age Pensions. In five provinces 
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the profession is now receiving partial payment from 
public funds for medical services rendered to Old Age 
Pensioners who are at present identified by a means test. 
No accurate information is available on the plans which 
these provincial authorities may have in mind for the 
extension of this medical service to the greatly augmented 
group of elderly citizens who are presumably receiving 
and paying for their own medical care. It is the view of 
your Committee that financial assistance by government 
towards the provision of medical care should be directed 
to those who actually require it, and that it is the duty 
of such authorities to identify the needy. 


109. Your Committee has been interested in an ap- 
proach to a related problem proposed by the Common- 
wealth Minister of Health in Australia. Although in- 


‘formation on the details of the plan is not available, 


it would appear that government subsidy to existing 
carriers of medical care insurance is proposed with a 
view to reducing the rate of subscription to a level which 
is within the purchasing power of all citizens. The 
Alberta Division is studying the possible application of 
this method to prepaid medical care coverage through the 
agency of Medical Services (Alberta) Ine. 


110. The operation of the National Health Services in 
Great Britain continues to attract the attention of all 
persons interested in medical economics because of the 
possible consequences of this large scale experiment in 
total medicai care. The visit of Dr. A. D. Kelly, Assistant 
Secretary of the Association and Secretary of this Com- 
mittee, to the British Medical Association for the months 
of November and December, 1950, gave him an op- 
portunity to observe at close range the functioning of 
the N.H.S. The experience gained and the contacts made 
will be helpful to the Committee and to the Association 
in assessing the development of medical care services in 
Canada. 


111. Your Committee is impressed with the need of 
maintaining closer liaison between the central nucleus 
and the Divisional members of the Committee. The 
problems and the approaches to their solution show econ- 
siderable variation from one province to another, and it 
is felt that better understanding as well as mutual help- 
fulness would be promoted by more frequent personal 
contacts. 


112. The Committee therefore recommends that the 
Executive Committee be instructed to make budgetary 
provision this year to permit the payment of the 
travelling expenses of each Divisional Chairman of 
Committees on Economics or an alternate to attend one 
meeting of the Nucleus Committee. 


113. The attention of the Executive Committee is again 
called to the desirability of appointing as an official of 
the Association an Adviser or Consultant in Medical 
Economics. This appointment has been vacant since the 
lamented death of Dr. A. E. Archer, and it is felt that 
the importance of the work to be done justifies a de- 
termined effort to find a suitable successor. 


All of which is respectfully submitted, 
C. C. WHITE, 
Chairman. 
Moved by Dr. C. C. White, seconded by Dr. H. 8. 
Dunham, 
That the whole report of the Committee on 
Economics, as amended, be approved. Carried. 


REPORT OF THE EDITOR 


Mr. Chairman and Members of General Council :— 


114. I beg to report on the activities of the Journal for 
the past year. 

The question of more frequent publication has 
been kept steadily in mind. Since my last report how- 
ever I find that the necessity for this has not developed 
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as expected. The amount of material received in the year 
has fallen off slightly and there have been more re- 
jections. 


115. In my opinion there is not yet enough material 
offering to justify increased frequency of publication. 
I subjoin a table showing the number of papers dealt 
with in recent years: 


PAPERS RECEIVED FOR PUBLICATION 


No. published 
in the year 


1946 — 308 (BP returmed) «ce cccccsccsvescoes 251 
2047 = SO1 (SS POtMEMOd) a cvcccccsccccssne 277 
1948 ~ 351 (Sd returned) «.cccccccccccceces 289 
1949 — 336 (37 returned) ...cccccccecccecs 267 
1960 — 320 (SS returned) .ccsccssseccccces 302 


116. After careful planning the cover of the Journal 
has been re-designed. We had hoped also to make changes 
in the typography; our present type is outmoded and our 
pages could be greatly improved by better looking type. 
Modernization of the type and format has such an im- 
mediately pleasing effect that I cannot too strongly 
advise its adoption. Certain difficulties have arisen in 
obtaining the type, but I hope these will be overcome 
before long. 


117. We have received favourable comment on the 
changed appearance of the Journal; the advertisers 
especially welcome it. Of course, a brighter coat is not 
everything; we have to think steadily of the standards 
of what is underneath it. 


118. On the business side certain aspects have of 
necessity come under my direction owing to the un- 
fortunate illness of the managing editor. 


119. The cost of producing the Journal has been very 
materially reduced by better balance between the number 
of pages devoted to text on the one hand and advertising 
on the other. Our printer formerly made up the Journal, 
and this led to considerable waste of space. The make-up 
is now done in our Montreal office. My assistant Dr. 
Neufeld is invaluable in this work, as he has had practi- 
cal experience in printing. 


120. We have also found it necessary to have someone 
actually at the printer’s to oversee the production of the 
advertising material. Accordingly Mrs. McDougall, my 
office manager, has spent a couple of days each month in 
Toronto. This has been an extremely valuable help. The 
work has been additional to Mrs. MeDougall’s already 
heavy duties in the advertising field. 


121. We are including French translations of selected 
articles, and I am confident that these are welcomed by 
our French confréres. The Public Relations Committee’s 
material ‘‘On Call’’ is also now appearing in the Journal, 
in both languages. 


122. Work on the index is progressing. We have in- 
vestigated various methods of producing it rather than 
by printing. I hope to have more definite costs when the 
preparatory work is more complete . 


123. The Journal advertising is increasing gradually, 
especially in the section of classified ads. Our relations 
with our many advertisers are most harmonious and I 
feel that special tribute should be paid to Mrs. Mc- 
Dougall for her very able direction of our advertising 
department. 


124. I acknowledge gratefully the assistance of all 
those who help by their interest in-the Journal, either 
by contributing papers or sending in items of news. Our 
provincial correspondents are indispensable. My thanks 
are also due to Dr. Neufeld for invaluable help in the 
office. 

All of which is respectfully submitted, 


H. E. MacDERMOT, 


Approved. ¥ditor. 
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REPORT OF THE MANAGING 
EDITOR 


Mr. Chairman and Members of General Council :— 


125. A cost accounting of the Journal for the year 
1950 is presented hereunder: 


Journals printed .............. 148,270 
Average number of Journals per 
WE. c.ckacnikicd 004g neesees 12,356 
TE A nencine deecuevsn vue $108,713.13 
oe | ee 73.3 cents 
Break down of costs: 
ci) MTOR TL ET CTT Tee $ 81,381.04 
Advertising Agents’ 

COMMISSIONS 3. .ccccccccees 9,160.46 
Salaries (editor and staff).... 13,585.26 
Paid for Abstracts .......... 730.59 
Divisional Correspondents ... 825.00 
Circulation Audit ........... 171.66 
Interest, Discount and Exchange 1,427.09 
ON non 6nndenesa'cdenc 254.63 
Telephone and Telegraph .... 333.77 
POE. ch cdcccenecéseseauses 430.12 
General Office Expense ...... 410.51 

Total Costs ......0.....+--$108,713.13 

Revenue for the year: 
Bs a vcavceveasanias $ 88,536.90 
Subscriptions (not membership 

TOG).  ddscsndavesiavendses 17,124.56 
Sundry Journal Sales ....... 265.77 
ME... 644 ket eastexeeiowes 253.79 
TON DONG 6 doecnencsccns $106.181.02 
Cost: per dOarnal ...cccccseace 73.3 cents 
Revenue per Journal ........ 71.6 cents 
Deficit on each Journal ...... 1.7 cents 
Deficit on 12 Journals ....... 20.4 cents 


which amount had to be met 
out of each member’s annual 
fee. 


126. In 1949, 146,000 Journals were printed at a cost 
ef $113,128.22. 

In 1950, 148,270 Journals were printed at a cost 
of $108,713.13. 


It will be observed that, although 2,270 more 
Journals were printed in 1950 than in 1949, costs were 
less by $4,415.09, mostly accounted for in reduced 
printing costs. 


127. The Journal in its present size and format dates 
back to the year 1921. The following statistics may be 
cf some interest: 


1921 1951 
Journals printed in January 3,500 12,800 
Number of pages ......... 112 180 
Editorial pages ........... 89 93 
Advertising pages ........ 23 87 
Printing Costs ........... $1,966.00 $6,705.00 
Cost per page ........+--- 10.85 39.00 
(approx.) (approx.) 
Advertising Revenue ...... $1,000.00 $7,813.00 
Advertising Revenue per page 40.00 82.50 


Printing Costs per page have nearly quadrupled. 
Advertising revenue per page has doubled. 
Volume of advertising has more than trebled. 
Circulation has nearly quadrupled. 


128. The Association has two advertising agents, Mr. 
Walter Slack in the United States, and Mr. C. E. 
Edwards in Canada, who have been receiving com- 
missions of 25% on new accounts and 20% on renewals. 
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129. A five year analysis of advertising in the 
Journal disclosed that a high percentage of advertisers 
are repeats. Effective January 1, 1951, both agents 
accepted a straight 15% commission on new and old 
business. 


130. Effective January 1, 1951, Journal advertising 
rates were increased 10%. In view of the general trend 
of rising costs, the increase has not reflected unfavour- 
ably upon our business. 


131. Working arrangements between the offices of 
the Editor and the Managing Editor have proceeded 
harmoniously and smoothly during the year. Unless 
turbulent world conditions upset the general trend of 
business, the vear 1951 should prove to be a good year 
for the Journal. 
All of which is respectfully submitted. 
T. C. ROUTLEY. 
Managing Editor. 
Approved. 


REPORT OF THE NOMINATING 
COMMITTEE AND ELECTION OF 
OFFICERS AND EXECUTIVE 
COMMITTEE 


The General Secretary presented the report of 
the Nominating Committee to General Council at its 
session on Tuesday morning, June 19th. 

The names of the following members were placed 
in nomination for the offices indicated. After calling 
for nominations from the floor and there being none 
forthcoming, they were duly elected as follows: 
President-Elect—Dr. Harold Orr, Edmonton. 

Chairman of General Council—Dr. Harris MePhedran, 
Toronto 
Honorary Treasurer—Dr. E. 8. Mills, Montreal 
Members of the Executive Committee: 
British Columbia—Dr. H. A. L. Mooney, Courtenay, B.C. 
Alternate—Dr. J. A. Ganshorn, Vancouver 
Alberta—Dr. H. V. Morgan, Calgary 
Alternate—Dr. John Seott, Edmonton 
Saskatchewan—Dr. E. A. McCusker, Regina 
Alternate—Dr. J. Lloyd Brown, Regina 
Manitoba—Dr. R. W. Richardson, Winnipeg 
Alternate—Dr. D. L. Scott, Winnipeg 
Ontario—Dr. M. C. Harvey, Kitchener 
Dr. E. K. Lyon, Leamington 
Dr. R. H. Malyon, Toronto 
Alternate—Dr. W. V. Johnston, Lucknow 
Quebec—Dr. J. R. Lemieux, Quebec 
Dr. W. deM. Scriver, Montreal 
Dr. R. Vance Ward, Westmount 
Alternate—Dr. Jean Saucier, Montreal 
New Brunswick—Dr. D. A. Thompson, Bathurst 
Alternate—Dr. George Skinner, Saint John 
Nova Scotia—Dr. A. E. Blackett, New Glasgow 
Alternate—Dr. H. A. Fraser, Bridgewater 
Prince Edward Island—Dr. W. J. P. MacMillan, 
Charlottetown 
Alternate—Dr. J. F. McNeill, Summerside 
Newfoundland—Dr. H. D. Roberts, St. John’s 
Alternate—Dr. Howard Drover, Bay Roberts 


The Chairman of Council called attention to an 
irregularity respecting the presence of the representa- 
tive of the New Brunswick Division on the Nominat- 
ing Committee. At its first session on Monday, June 
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18, General Council carried out the provisions of 
Chapter VI of the By-laws in appointing the Nominat- 
ing Committee. Dr. George M. White, the accredited 
representative of the New Brunswick Division was 
not present at that time and as a consequence his 
alternate, Dr. A. F. VanWart, was appointed to repre- 
sent the Division. Dr. White arrived prior to the 
meeting of the Nominating Committee and expressed 
a desire to attend. Dr. VanWart withdrew but re- 
mained available in case the Nominating Committee 
should decide that Dr. White was ineligible to sit. 
The Committee completed its business with Dr. White 
acting as a member and the Chairman of Council 
pointed out that in a technical sense the Committee 
was not properly constituted. Dr. White explained that 
circumstances beyond his control had prevented his 


: attendance at the session of General Council at which 


the Nominating Committee had been appointed and 
contended that as the nominee of his Division he was > 
properly a member of the Committee. 
In order to rectify the matter, it was 
Moved by Dr. C. C. White, seconded by Dr. G. G. 
Ferguson, 
That the action taken by the Nominating Com- 
mittee in allowing Dr. G. M. White to sit as a 
member of the Committee, be approved. Carried. 
It was further 
Moved by Dr. C. C. 
Ferguson, 
That the above-mentioned officers and members 
of the Executive Committee be approved for the 
Association year 1951-1952. Carried. 


White, seconded by Dr. G. G. 


REPORT OF THE COMMITTEE 
ON PUBLIC RELATIONS 


Mr. Chairman and Members of General Council :-— 


132. This Committee has as its members nine doctors 
in the Toronto area representing general practice, the 
specialties, and various age groups. The members include 
the following: 
Dr. W. R. Feasby (Chairman), Dr. B. T. Rogers, 
Hamilton, Dr. C. C. White, Chatham, Dr. William 
Magner, Toronto, Dr. B. W. Vale, Toronto, Dr. 
D. Nelson Henderson, Toronto, Dr. W. G. Bigelow, 
Toronto, Dr. H. 8. Dunham, Toronto, Dr. Harris 
McPhedran, Toronto, The General Secretary and 
Assistant Secretary of the C.M.A., and Mr. Ian 
MacNeill, Counsel on Public Relations. 


133. During the year the Committee met six times 
formally, for a total of approximately fifteen hours. The 
Chairman, the Secretaries and the Public Relations 
Counsel were in frequent conversation to meet day to 
day situations as they occurred in the press and on the 
radio. Among the items considered by the Committee 
were: 


(a) The list of key personnel was reviewed and 
measures to bring it up to date were considered. 


(b) The best means of securing good medical press 
relations were discussed and action taken to secure 


these by our Public Relations Counsel. 


(c) An effort was initiated to have speakers selected 
and named in various areas of Canada to speak 
on the basic policies of the Canadian Medical 
Association. 


Prepared speeches were secured and are on file in 
the offices of The Association for any who wish to 
use them. Great assistance was provided by our 
Public Relations Counsel in the preparation of 
this material. 
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(e) Consideration was given to a review of a public 
relations meeting held by our American counter- 
part, which was attended by our Counsel. The 
importance of this field was emphasized at this 
meeting, but it was generally agreed that the 
attack policy was not yet necessary in Canada. 

(f) ON CALL, the publication intended to keep the 
doctors informed of our policies, and their rela- 
tion to public opinion, was continued until Janu- 
ary as a separate entity. It was published both 
in French and English and was beginning to 
provoke comment and interest. At this time the 
Executive Committee reduced the budget by 
$4,000.00 to $8,000.00 for this session and it was 
necessary to discontinue separate publications of 
ON CALL. It has now found a place in the pages 
of the Canadian Medical Association Journal 
where it is paid for from the budget of this 
Committee. It also appears in the pages of 
L’Union Médicale in French. 

(g) The budget was carefully reviewed by the Com- 
mittee, and, with regret, all items were reduced in 
order to comply with the limitations set by the 
Executive Committee. 

(h) Specific instances of bad public relations as re- 

' ceived by adverse comment on the radio or in the 
press were reviewed. Some of these included the 
announcement of the special licensing arrangement 
contemplated in Alberta, The Canadian Farm 
Radio Forum, an impromptu broadeast on the pros 
and cons of health and court of public opinion, 
the Canadian Poliomyelitis Foundation, immigrant 
physicians, and many other minor items. In gen- 
eral the policy in considering specific instances is 
to comment directly to doctors in the region con- 
cerned where individual doctors are concerned, to 
give a proper version of any incidents to the 
press or the radio, and to inform by any means 
at our disposal persons holding and expressing 
erroneous opinions about the view of our Asso- 
ciation on state medicine or health insurance. A 
quiet background program has been conducted 
largely by our Public Relations Counsel, to in- 
doctrinate so far as possible persons prominent 
in the press and radio fields. A much more exten- 
sive job is needed in this field at the present time. 

(i) Specific Test Plans of a Region should be under- 
taken in our opinion, and plans were discussed 
for such a project in an area to be selected for 
this experiment in 1951-52. The region would have 
a public relations assay done by our Counsel; 
following this, a planned program to improve 
public relations would be conducted. Afterwards, 
a secondary assessment of public relations would 
be made. 


SUMMARY 


134. It is considered that the surface of this problem 
has been scratched. There is still a big, important and 
time-consuming job to be undertaken in every region in 
Canada. The more quickly experience can be gained and 
the operation of public relations can be decentralized, 
the more likely we are to have good relations with the 
public in the press, on the radio, and in the minds of the 
Canadian people. This task cannot be accomplished with- 
out the expenditure of much time on the part of members 
of the profession, nor without funds to make our opinions 
reach the members of our profession and those who are 
interested in them. We do not yet need to fight but we 
need to inform the public in ever increasing volume of 
what we have been doing under the present system of 
medical service, what we would like to see done in any 
proposed system that might be provided, and to insist 
that the principles of personal freedom, independence 
and excellence in medical arrangements are the ones for 
which the medical profession stands. 


SPECIFIC RECOMMENDATIONS 
135. 


(a) Sustain the budget of the Public Relations 
Committee by amounts adequate to do a 
long-term job. . 


(b) Provide adequate publicity in the press, on 
the radio and in printed matter. 


(ec) Retain Public Relations Counsel. 


(d) Develop Divisional and Regional public 
relations Committees to work in collabora- 
tion with the central committee. 


All of which is respectfully submitted. 


W. R. FEASBY, 
Chairman. 
Moved by Dr. W. R. Feasby, seconded by Dr. R. H. 
Malyon, 


That the report of the Committee on Public Re- 
lations as amended be approved. Carried. 


REPORT OF THE COMMITTEE 
ON PHARMACY 


Mr. Chairman and Members of General Council :— 


136. Ata recent meeting of the Executive Committee 
cf the Canadian Medical Association, it was pointed 
out that correspondence in the Canadian Medical As- 
sociation Journal indicates profound dissatisfaction 
on the part of many doctors with the manner in 
which medical evidence is used in trials involving 
charges of ‘‘intoxication’’. The Executive Committee 
referred ‘‘the question of medical evidence in cases 
of intoxication . to the Committee on Pharmacy 
for study and report’’. 


137. Your Committee agrees that dissatisfaction is 
prevalent and not limited to doctors. We have been 
shown convincing evidence that police officers have 
found it so difficult to secure conviction in eases of 
driving while intoxicated that less serious charges are 
laid in many cases, perhaps in most cases, where 
‘*drunken driving’’ is all too obvious to the police. 
This conclusion is based on the result of a recent study 
of traffic accidents in Toronto by Dr. H. Ward Smith 
of the Department of Pharmacology, University of 
Toronto, in which measurements were made of alcohol 
in the breath of drivers involved in accidents causing 
injury to one or more persons. 


138. The Criminal Code of Canada defines as an 
offence the driving of a motor vehicle ‘‘while intoxi 
eated or under the influence of a nareotie drug’’. Con- 
viction carries a mandatory jail sentence. The word 
‘‘intoxicated’’ is not defined by law. The difficulties 
encountered by doctors and by agencies of enforcement 
arise from two main causes: (1) vagueness of the 
meaning of ‘‘intoxication’’, (2) lack of flexibility in 
the penalty. 


139. ‘‘Intoxiecation’’ obviously means some abnor- 
mal mental or physical state of the accused. In the 
absence of a statutory interpretation of the word, 
Courts have insisted on evidence of gross mental and 
physical impairment due to alcohol only. This is prob- 
ably right but it accomplishes little in protecting the 
public from the menace of the ‘‘drunken driver’’. 


140. One often hears the comment that the really 
dangerous driver is not the one on the verge of alco- 
holic stupor who often drives slowly at the edge of 
the road, but the driver who is in the carefree and 
devilish stage of alcoholic intoxication. Such a person 
can never be convicted if his offence is to be defined 
in terms of unmistakable signs of impairment as 
revealed by medical examination. Experience has 
proved that conviction of drivers, at even the stupor- 
ous stage, is unlikely if a skilful defence can inject 
the slightest doubt that aleohol was the only cause of 
this condition. 
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141. Much attention has been directed to chemical 
tests for alcohol, in the hope that they will supply 
the much needed objective evidence required for en- 
forcement of laws against ‘‘drunken driving’’. 


142. Without going into details, we may say that 
as a result of many years of research by many in- 
vestigators, there are now available methods for the 
measurement of alcohol in blood, breath, urine, and 
saliva. These methods are sufficiently accurate and 
reliable for medico-legal use. Measurements on any of 
these fluids allow reasonably accurate estimates to be 
made of the amount of alcohol in a person at the time 
the sample was taken. They do not, and probably never 
will, measure the degree of ‘‘imtoxication’’ of a person. 
Actually there seems to be slight hope that a useful 
measure of agreement will ever be achieved on what 
constitutes ‘‘intoxication’’ or what degree 
culpable. Moreover, using any uniform set of tests 
for ‘‘intoxication’’ (and many have been studied) 
people vary enormously in their degree of ‘‘intoxica- 
tion’’ at the same level of alcohol in their blood. 


143. We submit that it is impractical to define an 
offence in terms of some indefinite degree of stupefac- 
tion (perhaps it should be elation!) caused by one 
drug. It is even more impractical if many drugs and 
cértain physical ailments can cause similar effects. 
What is urgently needed is a more objective definition 
of the offence, and preferably one which in most cases 
will not require medical examination and opinion to 
determine whether or not an offence was committed. 
We feel that it is contrary to the public interest to 
define a common offence in such terms that adequate 
enforcement will require the diversion of doctors from 
their proper work of treating the sick. 


144. In several countries the offence is described 
as driving ‘‘while under the influence of alcohol’’. 
It is further provided by law that 150 mgm. of alcohol 
per 100 ¢.c. of blood, or its equivalent as determined 
by tests on other body fluids, shall constitute suffi- 
cient evidence for conviction. This, we believe, is a 
half-measure in the right direction. Many people are 
very drunk in the ordinary sense of the word at con- 
centrations of alcohol below 150 mgm. per 100 c¢.c. of 
blood. We have reason to believe that if a serious 
attempt is made to enforce laws against ‘‘drunken 
driving’’ most of the cases will fall in the group with 
blood levels below 150 mgm. per 100 c¢.c. Medical evi- 
dence will be needed to secure conviction. This, as we 
have pointed out above, is found to be unsatisfactory. 
Most of the cases will be dismissed. The situation will 
remain much as it is at present. The solution would 
appear to require the definition of a lesser offence, 
with lighter penalties, to deal with cases with blood 
levels of alcohol between 50 and 150 mgm. per 100 e.c. 
We feel that control of ‘‘drunken driving’’ will not 
be achieved by increasing the punishment under our 
present law but by ensuring more certainty of punish- 
ment. To achieve this, flexibility and discretion in the 
penalties seem to be essential. It also appears that 
greater use must be made of chemical tests. 


145. At the present time a conviction of driving 
‘‘while intoxicated’’ is nearly impossible in a seriously 
contested case unless chemical evidence is submitted. 
But (we are told) the accused may refuse any test, 
end indeed any examination whatsoever. This poses a 
conundrum which we should leave to others to solve. 


146. If a legal solution can be found to permit the 
regular use of chemical tests, it would be possible to 
assign a legal ‘‘load limit’’ for alcohol in the driver, 
such as 50 mgm. of alcohol per 100 ¢.c. of blood, or 
its equivalent. Penalties could be adjusted in propor- 
tion to the ‘‘overloading’’. The quantity of 50 mgm. 
of alcohol per 100 c.c. of blood usually results from 
drinking about 3 pints of beer or 4% oz. of whiskey 
or gin. 


147. It is recommended that this report be forwarded 
to the Department of Justice in Ottawa and to the 


of it is* 
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Departments of the Attorneys General of each Prov- 
ince, with the following suggestions:— 

1. That the offence under the Criminal Code col- 
loquially known as ‘‘drunken driving’’ be 
clearly defined in objective terms related to the 
amount of alcohol in the body of the accused 
and that the penalties be made more flexible. 

. That provisions be made for greater use of 
chemical tests for alcohol in blood, or in urine, 
or in saliva, or in breath, for the support of 
charges involving alcohol and driving. 

All of which is respectfully submitted. 


J. K. W. FERGUSON, 
Chairman. 


In the absence of Dr. J. K. W. Ferguson, Chair- 


‘man of the Committee on Pharmacy, his report was 


presented by Dr. R. F. Farquharson, a member of the 
nucleus of the committee. A spirited discussion took 
place on the report and its recommendations, Reference 
was made to the difficulties of interpretation of quan- 
titative measurement of alcohol in the body in relation 
to degrees of intoxication and some doubt was ex- 
pressed that the Association should venture into the 
complex legal field of the appropriate penalties for 
drunken driving. 


Moved by Dr. G. A. Copping, seconded by Dr. John 
Walsh, 
That the report of the Committee on Pharmacy 
be tabled. Carried. 


REPORT OF THE COMMITTEE 
ON APPROVAL OF SCHOOLS 
FOR LABORATORY 
TECHNOLOGISTS 


Mr. Chairman and Members of General Council :— 


148. Your Committee on Approval of Schools for 
Laboratory Technologists for the year 1950-51 has con- 
sisted of the following: 


Dr. W. L. Donohue (Chairman), Hospital for Sick 
Children, Toronto, Ont. 

Dr. W. J. Deadman, General Hospital, Hamilton, 
Ont. 

Dr. Daniel Nicholson, Winnipeg General Hospital, 
Winnipeg, Man. 

Dr. Morton E. Hall, Royal Alexandra Hospital, 
Edmonton, Alta. 

Dr. George Shanks, Dept. Pathology, Veterans’ 
Hospital, Victoria, B.C. 

Dr. Jacques Olivier, 48 Brooks Street, Sherbrooke, 
Que. 

Dr. D. F. Moore, St. Paul’s Hospital, Saskatoon, 
Sask. 

Miss Helen L. Smith (Corresponding Member), 
Secretary, Canadian Society of Laboratory 
Technologists, 294 Barton St. E., Hamilton, 
Ont. 


149. As in the past the geographic locations of the 
various members of the Committee have made it impos- 
sible to assemble the Committee for a meeting. All the 
business of the Committee has been carried out by cor- 
respondence and much credit is due the members for the 
care and promptness with which they have performed 
their duties. 


150. Before an application for the establishment of a 
school for the training of medical laboratory technolo- 
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gists is put before the Committee, the laboratory of the 
hospital of the applicant is inspected by the nearest 
Committee member. The laboratory is carefully evaluated 
as to volume, quality and diversity of work. The facili- 
ties, teaching program and proportion of trained tech- 
nicians to students are also considered. An appraisal of 
the laboratory and a suitable recommendation is then 
submitted to the Committee as a whole. The thanks of 
the Association are due the members of the Committee 
for their efforts as these inspections at times have 
resulted in considerable travel and inconvenience. 


151. During the past year nine applications for new 
schools have been received. Of these, seven have been 
approved, one postponed and one is still under eon- 
sideration. The list of approved schools for the training 
of medical laboratory technicology which have been 
established across Canada now contains a total of 57 
laboratories. It is the hope of your Committee that the 
directors of these laboratories will continue to train the 
maximum number of students that their facilities will 
allow, as there is still a shortage of laboratory workers 
across Canada. 


152. Your Chairman wishes particularly to thank the 
Secretary for the not inconsiderable amount of work he 
has done in arranging the affairs of the committee and 
conducting the correspondence. 


All of which is respectfully submitted, 
W. L. DONOHUE, 


Chairman. 
Approved. 


REPORT OF THE CENTRAL 
PROGRAM COMMITTEE 


Mr. Chairman and Members of General Council :— 


153. The Central Program Committee met on eight 
occasions between October 6, 1950, and February 27, 
1951. 


154. Some of the members of the previous committee 
and the members of the present committee, felt that with 
the development of further Sections in the Association, 
too much emphasis had come to be placed on the Sectional 
Meetings. The result of this was that during the after- 
noon sessions the meeting as a whole was too much 
broken up into a series of small groups. It was difficult 
for one individual practitioner to get from one place 
to the other and to hear the various items which were of 
interest to him. Further, most of the Sections had their 
own special society for meetings on their own particular 
special subjects so that the afternoon sessions were of 
no very great value to the Sections themselves. This 
whole question was discussed at the first meeting of the 
committee this year, and it was decided to limit Sectional 
Meetings to one afternoon, namely Thursday afternoon, 
which would be adequate for the needs of the individual 
Sections and keep them alive as part of the C.M.A. It 
was decided to devote the Wednesday and Friday after- 
noons to a more general type of program designed for 
the practitioner. Before actually planning the _ pro- 
gram for the Eighty-Second Meeting, this whole question 
was discussed in Montreal at a meeting between the 
Chairman of the Central Program Committee and the 
Chairman of the local Committee on Program. The Mon- 
treal group were in complete agreement with the sug- 
gested modification in the general pattern of program. 


155. For the Eighty-Second Meeting, there was an offer 
of a coloured television service from the firm Smith, 
Kline and French, and it was agreed that presentations 
be arranged to run throughout the afternoon on each of 
the three afternoons of the meeting. Since it was im- 
possible to predict the reception that this would have 





LIBRARY | 
BOSTON UN: it > 


from the members of the Association, and since there 
was a possibility that there might be technical difficulty 
or even break down, it was agreed that on each after- 
noon there would be an alternate program. A sub-com- 
mittee was formed in Montreal under the Chairmanship 
of Dr. Campbell Gardner, to take complete charge of the 
arrangements for the coloured television program. 


156. This year it has become apparent that the booklet 
‘‘Organization and Plan of Procedure for The Annual 
Meeting of the Canadian Medical Association’’, should 
be more specific on certain points. Paragraph 22 seems 
to leave a little doubt as to the exact relationship of the 
Central Program Committee to the sub-committee on 
Program of the local Committee on Arrangements. In 
particular it would be well to make the time factor 
involved somewhat more definite, because it has been 
found this year that the local Sectional representatives 
failed to realize that invitations for the annual meeting 
must be issued by the New Year. Numbers of sugges- 
tions for program came in during February, by which 
time the program was practically complete. 


157. Section 21 dealing with Round Table Conferences 
seems to give the impression that these conferences are 
only arranged when a particular Section wishes to have 
one, and this has led to some confusion. These eon- 
ferences have now become a recognized part of the 
general morning program and are arranged with 
reference to a broad subject rather than directly related 
to any particular specialty. In choosing the subjects we 
have been particularly attentive to the suggestions of 
the representatives of the Section of General Practice. 
It is suggested that Section 21 be re-written in such a 
fashion that it will no longer give the impression that 
the’ Sections have the responsibility for suggesting Round 
Table Conferences. 


All of which is respectfully submitted, 
: F. G. KERGIN, 


Chairman. 
Approved. 


REPORT OF THE COMMITTEE 
ON INDUSTRIAL MEDICINE 


Mr. Chairman and Members of General Council :— 


158. <A well attended meeting of the Nucleus of the 
Committee on Industrial Medicine of the Canadian 
Medical Association was held in Toronto in January, 
1951. 


159. The following is a summary of the matters 
discussed: 


1. Organization within the C.M.A. 


The relationship of the Committee on Indus- 
tial Medicine to the Section of Industrial Medi- 
cine presented an overlapping amounting to 
duplication where the similar functions of these 
two bodies are authorized by the By-laws. 


It is recommended to the Executive Com- 
mittee of the Canadian Medical Association, that 
the By-laws be amended to eliminate the Stand- 
ing Committee on Industrial Medicine, that the 
functions of this Standing Committee be as- 
sumed by the Section of Industrial Medicine, 
and that consideration be given to including the 
Chairmen of Sections as members of the General 
Council. 

Moved by Dr. E. W. Boak, seconded by Dr. W. J. P. 
MacMillan, 
That this matter be referred to the incoming 


Executive Committee for the necessary action. 
Carried. 
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2. Canadian Manufacturers’ Association. 


It is desirable that a closer relationship be- 
tween the Sections of Industrial Medicine of 
the Canadian Medical Association and the 
Canadian Manufacturers’ Association be main- 
tained. 

Presentations on the value of Medical Service 
in Industry from the viewpoint of both Manage- 
ment and Medicine will be arranged for the 
Annual Meetings of the Canadian Manufac- 
turers’ Association. 


. Workmen’s Compensation Board. 


With a view to promoting closer liaison be- 
tween Workmen’s Compensation Boards of the 


Provinces, and the developments in Industrial. . 


Medicine, it is recommended that Provincial 
Committees or Sections of Industrial Medicine 
invite representation from Senior Medical 
Officers of the Workmen’s Compensation Boards, 


It was reported that this recommendation has 
already been circulated to the Divisions and 
that in most cases such liaison does exist. 


. The Industrial Physician in the Organization of 
Industry. 


Industrial physicians should be responsible to 
a Company Official, sufficiently high in the 
organization, that decisions based on Medical 
representations are possible without reference 
to higher authority. 


. Industrial Nurse in the Organization of Industry. 


It appears unfair to a nurse, employed. in 
Industry, without Medical Supervision, acting 
only on ‘‘Standing Orders’’, frequently to have 
to assume responsibilities beyond her capacity. 


Communications addressed to the Industrial 
Nursing sections of Provincial Nursing Associa- 
tions will call to their attention the desirability 
of insuring that nurses employed in Industry 
should act under the supervision of a physician. 


The Industrial Physician in Civil Defence. 


Dr. G. D. W. Cameron, Deputy Minister of 
National Health, has been appointed head of 
the Civil Defense Health Planning Group, and, 
under his organization, it was proposed to estab- 
lish an Industrial Medical Group. 

In the event that the Canadian Medical As- 
sociation be invited to appoint an Industrial 
Physician, we suggest the name of Dr. M. F. 
McGavin, Ford Motor Company of Canada, for 
the post. 


Training in Industrial Medicine. 


A resolution from the Industrial Medical As- 
sociation of the Province of Quebec, presented 
to General Council at its meeting in Halifax, 
stated: ‘‘It is resolved that the Committee on 
Industrial Medicine of the Canadian Medical 
Association be requested to appoint a sub- 
committee to make recommendations with re- 
spect to Industrial Medical practice and training 
of Industrial Health Personnel’’, 


This sub-committee has been appointed and 
while a full report is not completed, the sug- 
gestion was made to the Committee on Medical 
Education that recommendation be made to the 
Medical Schools and the Association of Canadian 
Medical Colleges, for the inclusion of instruction 
in Industrial Medical procedures to all medical 
undergraduates. 


All of which is respectfully submitted. 


R. B. ROBSON, 
Chairman. 
Approved. 
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REPORT OF THE COMMITTEE 
ON APPROVAL OF HOSPITALS 
FOR INTERNSHIP 


161. During the past year thirteen applications for 
approval were received. After due consideration the Com- 
mittee made the following decisions: 


3 to approved list ; 
to commended list ; 
action postponed ; 
rejected ; 
still under consideration. 


162. This action now brings the list of ‘‘approved’’ 
hospitals to a total of 73 providing 1,369 internships 
(graduate or undergraduate); there are now 15 ‘‘com- 
mended’’ hospitals providing 82 appointments. The 
majority of these hospitals (36 approved and 6 com- 
mended) provide specifically for graduate internships, 
but a number, drawing to.a varying extent from medical 
schools which grant the degree following a fifth medical 
year, have arrangements for undergraduate internships. 


163. A problem associated with undergraduate intern- 
ships is that of legal responsibility for duties under- 
taken. Staff doctors have frequently questioned their 
legal position when delegating certain functions to under- 
graduate interns. As the inclusion of the internship in 
the medical course has much to commend it, some measure 
of recognition of undergraduate interns, commensurate 
with their training, by the provincial licensing bodies 
would be weleomed by many members of the medical 
staff. 


164. The number of available interns falls considerably 
short of the total of 1,369 approved internships. In 1950 
there were 771 doctors graduated; in 1951 the number 
is expected to be 857 and in 1952 it will drop back to 
about 800. It is true that quite a number of interns take 
a second year of training, thus increasing the annual 
supply of interns, but, on the other hand, quite a number 
of the members of the graduating class take their intern- 
ship in the United States or proceed elsewhere; some go 
to other hospitals in Canada. The situation seems to be 
increasingly serious in the case of many of the approved 
non-teaching hospitals. For many hospitals some other 
solution may be necessary to obtain the requisite clinical 
assistance. 


165. The Canadian Intern Placement Service, an 
activity of CAMSI, has functioned this year for all five 
Canadian medical schools where the students receive 
their degrees at the end of four academic years in the 
medical course proper and where they exercise complete 
freedom of choice in seeking internship. A total of 408 
such senior students utilized the Service to obtain intern- 
ships in 44 Canadian Hospitals, effective July 1, 1951. Of 
these, 82% were assigned to hospitals of their first 
choice; 5% to hospitals of their second choice and 13% 
to hospitals of lower choice or were unplaced by the 
Service. The operation of this plan is very dependent 
on the co-operation of a large number of hospital admin- 
istrators and medical students and it is inevitable that 
misunderstandings and difficulties will arise. Despite 
this, the Canadian Intern Placement Service has estab- 
lished itself as a very useful agency to both hospitals and 
students and one worthy of the continued support and 
assistance of the Canadian Medical Association. 


All of which is respectfully submitted, 
HARVEY AGNEW, 


Chairman. 
Approved. 
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REPORT OF THE COMMITTEE 
ON CREDENTIALS AND ETHICS 


Mr. Chairman and Members of General Council :— 


166. I beg to submit the following report on the 
activities of the Committee on Credentials and Ethics 
for the year 1950-51. 


167. Three problems have been submitted for adjudica- 
tion. Briefly, they are as follows: 


1. Union in practice between a registered medical 
practitioner and a registered chiropodist. 

This problem is submitted by the Registrar of the 
Saskatchewan Division. He presents it in a letter to the 
Canadian Medical Association, dated December 16, 1950, 
in these terms: 


‘*One of our members has requested Council to 
state whether or not they would approve of a 
union in practice between a registered medical 
practitioner and a registered chiropodist.’’ 


Eleven of the fifteen members of the Committee 
have expressed an opinion. All but one believe that such 
a ‘‘union in practice’’ would be undesirable or unwise, 
though since chiropodists are licensed, it would not be 
‘*jllegal’’ or possibly not definitely unethical. The con- 
sensus was that qualified chiropodists might be employed 
on the same basis as are other technicians but not as 
associates in practice. 


One member ‘‘hardly agrees’’ with this report 
but gives no further opinion. 


2. Use of doctors’ x-ray machines by chiropractors. 

This problem also originates with the Saskatche- 

wan Division but is no doubt one that has disturbed 

many practitioners throughout Canada. It does not re- 

quire much elaboration but an extract from the letter of 

December 16, 1950, to the Canadian Medical Association 
from the Saskatchewan Division follows: 

‘‘From time to time the Council has been asked 
what position their members should take when 
approached by a Chiropractor to use the x-ray 
machine or have his patients submitted for 
pictures and the films returned. 


These approaches by Chiropractors have come to 
radiology specialists in the city as well as to 
rural solo practising physicians where a small 
x-ray is available in the local hospital or nursing 
home. ’’ 

Ten out of eleven members, who _ responded, 
strongly opposed any such co-operation with chiro- 
practors. 


It was pointed out by several members of the Com- 
mittee that any such service to chiropractors would 
create a definite hazard for patients. If films are taken 
and delivered to the chiropractor, it is certain that the 
interpretation would not be accurate. If the radiologist 
also submits his reading of the films, it is unlikely that 
it would be fully understood in the vast majority of 
cases. Also, it is obvious that, if any part of the medical 
profession should co-operate with any cult, this very 
fact will be used to create the impression that they are 
actually a part of the profession. Even though a 
licensed medical man may be employed by a munici- 
pality or any other governmental body it should not be 
part of his duty to acquiesce in a practice that eould 
possibly work to the disadvantage of patients. 


3. Regulations relative to the insertion in the British 
Medical Journal of notices regarding appoint- 
ments. 


In a letter dated June 7, 1950, to Dr. T. C. 
Routley from the Assistant Secretary of the British 
Medical Association, the problem is presented as follows: 


‘*As you are doubtless aware, it is customary for 
us to publish in the British Medical Journal the 
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‘Important Notice’ regarding appointments of- 
fered on terms and conditions which are contrary 
to the Association’s policy. We have recently been 
reviewing the regulations governing the inserting 
of such Notices in the British Medical Journal, 
and I am enclosing the revised Rules in the form 
approved by the Central Ethical Committee. 

Before submitting these rules to the Council of 
the Association, the Central Ethical Committee 
would be pleased to know whether you approve 
the Rules as set out in the Accompanying docu- 
ment. ’’ 


168. The general principle involved in this practice 
of the British Medical Association was approved by 
those members of the Committee who responded, though 
most members felt that they were not in a position to 
pass judgment upon the regulations that should govern 
the publication of an ‘‘ Important Notice’’. 

All of which is respectfully submitted, 


J. D. ADAMSON, 
Chairman. 
Moved by Dr. J. D. Adamson, seconded by Dr. Ferguson, 
That this report as amended be approved. 
Carried. 


REPORT OF THE COMMITTEE 
ON PUBLIC HEALTH 


Mr. Chairman and Members of General Council :— 


169. During the past year no matters were referred 
to this Committee and no meetings were held. The 
various members of the Committee were written to 
and asked for suggestions and accordingly this report 
is compiled from the ideas of those answering my 
request and that of your chairman. 


170. It would appear to your chairman that in an 
association as large as the C.M.A. numerous public 
health problems must be encountered,—some of these 
could reasonably be referred to this committee for 
advice and recommendations, since the committee is 
broadly representative of members in General Practice 
and in Public Health. 


171. One problem which could well be referred to 
such a committee as this is the matter of bridging the 
apparent gulf between the Public Health physician and 
ether members of the profession—there is far too 
much tendency to leave all matters relating to the 
public health to Public Health people. The matter of 
immunization is an example of this. Few Departments 
of Health feel that this should be in their field, but 
failure of the practising physician to produce results 
has forced such Departments of Health to under- 
take this work. Surely no practitioner would neglect 
a patient with an acute appendix—yet diphtheria is a 
much more potent killer. Probably the lack of glamour 
may explain the difference—certainly it cannot be 
said that immunization procedures are not remunera- 
tive, particularly as the material is provided free in 
most Provinces and fairly large numbers of patients 
are involved. 





172. An excellent start in this matter would be for 
the Association to undertake an active campaign urg- 
ing all physicians to immunize every child born in 
their practice against smallpox, whooping cough, diph- 
theria and possibly tetanus, starting at 3 to 4 months 
of age. Parents are very suseeptible to advice from the 
family doctor and there is no doubt in the minds of 
your committee that if the doctors advise immuniza- 
tion in babyhood, this advice will be accepted. Public 
Health Officials are constantly being told by parents 
that the Doctor advised ‘‘wait till he is ready for 
school’’—a real example of ‘‘too little and too late’’— 
This explains why immunization clinics for children 


204 


entering school are so large and so indicative of real 
neglect by the family physician. 


173. Another matter which is causing concern in 
Public Health circles is the large loss of life in the 
first year of life—in some if not all the Provinces 
more babies die in the first year of life than do people 
of all ages from tuberculosis. Some well informed 
obstetricians and pediatricians feel that a large part 
of these deaths can be prevented by better prenatal 
care, better obstetrics, proper pediatric care, better 
treatment of the premature and so on. It is a sad com- 
mentary on medical practice but neverthless true that 
many practitioners are greatly concerned over the in- 
evitable death of some elderly patient but seemingly 
do not worry over the loss of a premature baby. 


174. 
active part. Here again maternal and child care should 


not properly be the responsibility of a Department of 
Health provided practitioners are really interested and 
really practising medicine. In this field, the importance 
of proper training in medical schools should be em- 
phasized as should postgraduate courses for practi- 
tioners. Too many of our practitioners do their post- 
graduate work with drug house detail men. It has 
been suggested that postgraduate courses should be 
made a necessity in order to have licenses validated 
at regular intervals—such a suggestion should not be 
necessary in a progressive profession, 


175. Another point which has been disturbing your 
committee is the tendency of the profession to break 
into divergent groups—this tendency appears to be 
increasing as witness General Practitioner Societies, 
Radiological Societies, Otolarvngologists and so on. 
Surely there must be a reason for this desire to hold 
meetings separate from the parent association—could 
it be that the meetings seem to be set up for surgeons 
and internists? Certainly in our meetings as in other 
situations, surgery seems to be given too important a 
place—possibly because of the ‘‘glamour’’ angle. 


176. Your committee members have sat in meetings 
and listened to hour-long discussions on some modifica- 
tion of a surgical operation which might save 0.1% 
more lives—yet the same program failed to give any 
prominence to public health, a part of medicine which 
has certainly done more to save and lengthen life 
than has surgery. As a result of such programs, the 
importance of surgery has been overemphasized and 
the profession, except surgeons, have tended to set up 
their own group programs, If this tendency is con- 
tinued, it is difficult to envisage a united profession in 
the future. Your committee would suggest that more 
thought be given to setting up a more balanced pro- 
gram, particularly emphasizing papers for the general 
practitioner. 


177. Your committee also feels that the Association 
should use its influence to improve and increase the 
teaching of public health, obstetrics and pediatrics in 
the medical schools. At present medical students get 
a distorted idea of the importance of certain sunjects 
—and as a result neglect those which should be of 
most importance in a medical practice if the physician 
is to carry out the ideals of the profession that is to 
save lives and to alleviate suffering. 


178. Your committee, in closing, would like to have 
the Association consider as an objective, that all 
vublic health work, with the exception of publicity 
and planning, should be considered as a part of medi- 
cal practice—this would mean better preparation of 
the medical student, an improved sense of responsi- 
bility for public health on the part of the practitioner, 
and a willingness to keep proper records. 


All of which is respectfully submitted. 


J. S. ROBERTSON, 
Chairman. 
Approved. 
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REPORT OF THE COMMITTEE 
ON MEDICAL EDUCATION 


Mr. Chairman and Members of General Council :— 


179. The Nucleus Committee of the Committee on 
Medical Education of the Canadian Medical Association 
met on Monday, March 12, at 8.30 p.m., and brought 
forward the following recommendations for considera- 
tion by the Committee on Education of the various 
Provincial Divisions of the Association and the General 
Council of the Canadian Medical Association: 


1. Accrediting of Schools of Physiotherapy in 
Canada. 


Requests have been received by the Canadian Medi- 
eal Association from the Canadian Physiotherapy <Asso- 
ciation concerning the accrediting of schools of physio- 
therapy in Canada. This request pointed out that this 
service to Canadian schools had previously been carried 
out by the American Medical Association, but that this 
was no longer available. They asked that this function 
be taken over by the Canadian Medical Association. 

It is the opinion of the Committee that the As- 
sociation does not possess adequate field personnel at 
the moment to assume this responsibility and we 
would recommend that further study be given to the 
problem. 


2. Medical Education in 
Emergency. 

The Committee recognizes that this is an extremely 
important problem at the present time and that it 
should be given serious consideration for the purpose 
of drawing up sound plans in advance of any increase 
of present international tension. 


Time of National 


180. At this time your Committee feels free to present 
only a general statement of principles as related to the 
quality and quantity in the training of medical students 
in time of national emergency. In the time of national 
emergency, strong pressure is brought to bear upon 
medical schools to increase the number of graduates 
without consideration for the provision of facilities 
which make adequate instruction possible. We would 
emphasize that the maintenance of high standards in 
medical education is dependent primarily on physical 
facilities for laboratory training, the availability of a 
sufficient number of highly trained staff and of an ade- 
quate number of teaching beds. To increase any one of 
these basic facilities requires both time and money. Any 
increase in number of undergraduate students that is 
achieved without a corresponding increase in these three 
basic requirements will result in a deterioration in the 
quality of training which will be reflected on the health 
of the country. 

All of which is respectfully submitted, 

G. E. HOBBS, 
Chairman. 

Moved by Dr. G. E. Hobbs, seconded by Dr. A. F. 
VanWart, 

That this report of the Committee on Medical 

Education, as amended, be approved. Carried. 


REPORT OF THE COMMITTEE ON 
CONSTITUTION AND BY-LAWS 


Mr. Chairman and Members of General Council :— 


181. The report of this Committee on the Committee 
Structure of the Association referred to in the report of 
1950, was referred back to the Committee on Constitution 
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and By-Laws for preparation for circulation in written 
form to the Executive. This was completed and _ sub- 
mitted to the Executive Committee in time for its October 
meeting. It is. still under study by the Executive Com- 
mittee. 


182. The question of superseding the title of ‘‘ Assist- 
ant Secretary’’ by the title ‘‘ Associate Secretary’’ was 
studied and a report drafted for the Executive Com- 
mittee. It is still under study by the Executive Committee. 


(NoTE: The Executive Committee’s action in changing 
the title to Deputy General Secretary has been con- 
curred in by General Council.) 


183. At the June, 1950, meeting of the Executive Com- 
mittee, the Rules and Regulations of the Section on Gen- 
eral Practice were submitted for approval. The Executive 
Committee forwarded these to the Committee on 
Constitution and By-Laws for study and report. This 
was done and a letter of comment forwarded to the 
Executive Committee. 


184. In a letter dated March 14, the Assistant Secre- 
tary forwarded to the Chairman of the Committee on 
Constitution and By-Laws two problems for study and 
report: 


(a) The possibility of revising the By-Laws in such 
a manner as would permit the election to Senior 
Membership of nominees from the Newfoundland 
Division, despite the fact that they have not been 
members of the Canadian Medical Association for 
the required ten years (see Chapter II, Section 3). 


(b) A recommendation from the Committee on 
Industrial Medicine that the Standing Committee 
on Industrial Medicine be eliminated and that its 
function be taken over by the Section of 
Industrial Medicine and that consideration be 
given to including the Chairmen of Sections as 
members of General Council. 


185. Both these requests reached the Committee on 
Constitution and By-Laws too late for any action involv- 
ing revision of the By-Laws. Consequently these prob- 
lems will require further study by the incoming 
Committee with a view to action in 1952 unless Council 
decides to resort to the suspension of the By-Laws to 
enforce action at this meeting. 


186. Though time has not permitted the drafting of 
revisions of the By-Laws, should they be necessary to 
meet these situations, study has been made of these two 
problems. 


187. The possibility of interpreting the present By- 
Laws in such a manner as to permit the election of 
senior members from the Newfoundland Division, was 
discussed with the Counsel of the Association, Mr. Flem- 
ing. He informs us that because of the requirement of 
ten years of membership in good standing it is not pos- 
sible at this time to elect senior members from New- 
foundland. It will be necessary to adopt a revision of the 
By-Laws or to wait for the completion of the ten-year 
period of existence of the Newfoundland Medical Society 
as a Division of the Canadian Medical Association. Your 
Committee recommends that this problem be held over 
for further study during the ensuing year. 


188. The problem presented by the Committee on 
Industrial Medicine has also been studied. Your Com- 
mittee feels that the Committee on Industrial Medicine 
should be abolished. Now that a Section of Industrial 
Medicine exists it can assume all the responsibilities in 
that field of Medicine delegated to it by General Council 
or the Executive Committee. There is no necessity to 
revise the By-Laws to eliminate this Committee. The 





Standing Committees are appointed each year by the 
Executive Committee (Constitution Article X-a). If it 
deems it wise to drop,this Committee all that is neces- 
sary is to leave it off the list. 


189. The question of representation of Chairmen of 
Sections is a matter of serious importance and should be 
studied further and reported upon with suitable recom- 
mendations in 1952. There is much to recommend this 
proposal and it is not incompatible with the principle by 
which the Council is composed; viz., a group of members 
representing geographic divisions of the country and 
nominated by their respective divisions plus a smaller 
group representing special fields of interest (all the past- 
presidents and chairmen of all standing committees). 
If the Committee structure of the Association is re- 
vised and simplified there would be room in Council for 
representatives who could speak for the problems in 
special fields of medicine. There is much to be said for 
the proposal that Chairmen of Sections sit on General 
Council. 


All of which is respectfully submitted, 


R. I. HARRIS, 


Chairman. 
Approved. 


REPORT OF THE COMMITTEE 
ON CANCER 


an 


Mr. Chairman and Members of General Council :— 


190. No occasion has arisen calling for a meeting of 
the Committee on Cancer during the past year. 


191. I have been requested by the Board of Directors 
of the National Cancer Institute of Canada, of which 
I am a member, to inform the Canadian Medical As- 
sociation that the Institute will be very happy to co- 
operate with the Association ‘‘by being of whatever 
assistance it can in bringing a speaker of acknowl- 
edged standing to address the annual meeting of the 
Canadian Medical Association whenever developments 
in the field of cancer should be felt to warrant such 
action.’’ 


All of which is respectfully submitted, 


WILLIAM BOYD, 


Chairman. 
Approved. 


NEW BUSINESS 


APPRECIATION TO RETIRING MEMBERS OF THE EXECUTIVE 
CoMMITTEE 


Dr. E. K. Lyon called attention to the fact that 
four members of the Executive Committee who had 
rendered notable service to the Association were 
retiring. 

Moved by Dr. E. K. Lyon, seconded by Dr. H. B. Church, 
That this General Council extend a vote of 
gratitude to Dr. John Walsh, Dr. W. V. Johnston, 
Dr. J. F. C. Anderson, and Dr. J. C, Thomas for 


their untiring efforts on behalf of Canadian 
medicine. Carried unanimously. 
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RETIREMENT PLANS FOR MEMBERS OF THE MEDICAL 
PROFESSION 


Moved by Dr. T. J. Quintin, seconded by Dr. E. S. Mills, 
That the Executive Committee be requested to 
study, along with any other interested groups, 
the matter of setting up a Retirement Plan for 
members of the Canadian Medical Association. 

Carried. 


COMPLETION OF BUSINESS 


Moved by Dr. H. S. Dunham, seconded by Dr. W. J. P. 
MacMillan, 


That the General Secretary be authorized to 


complete all business arising out of this meeting, - : 


not otherwise provided for by special resolution. 
Carried. 


APPRECIATION TO QUEBEC DIVISION 


Moved by Dr. N. H. Gosse, seconded by Dr. E. W. Boak, 


That General Council spread in its minutes a 
very hearty vote of thanks to the Quebee Divi- 
sion and the Montreal Committee on Arrange- 
ments for their gracious hospitality and the 
excellent arrangements made and carried out 
for this Annual Meeting. Carried unanimously. 


ADJOURNMENT 


The Chairman expressed his appreciation to the 
members of the General Council for their co-operation in 
carrying out the business of this meeting. There being 
no further business, the meeting was adjourned at 
5.00 p.m. on Tuesday, June 19, 1951. 





